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Tot hede bly die etiologie van diabetiese neuropatie nog ’n 
tergende geheim. Drie moontlike faktore word veral in ge- 
dagte gehou in hierdie verband, naamlik, ’n vitamiengebrek, 
meer in besonder vitamiene B, en B,,.; ’n fout met die tussen- 
stofwisseling; en perifere arteriosklerose met isgemie as 
gevolg daarvan. Verskeie werkers is van mening dat diabetiese 
neuropatie ontstaan as gevolg van perifere arteriosklerose. 
Broch en Klovstadt' beskou neuropatie as ’n seniele toestand 
wat op een of ander manier sekondér is tot die versteurde 
bloedvloei van die ledemate. Dry en Hines® bepleit isgemie 
as oorsaak vir neuropatie aangesien dit so min by jong 
persone aangetref word, maar dikwels by diabetici wie se 
siekte onder goeie beheer is, m.a.w. by wie vryheid van asidose 
en glukosurie aangetref word. Die kliniese verskynsels van 
die isgemiese vorm van diabetiese neuropatie is beperk tot die 
distale dele van die onderste ledemate in ooreensteming met 
die patologiese bevindings dat die distale dele van die perifere 
senuwees en arterieé die meeste aangetas is.** Patologies- 
anatomies is verdikking van die intraneurale vate aantoon- 
baar.* Fagerberg® vind ook hialinisasie van die intraneurale 
bloedvate. 

Die vernaamste besware teen arteriosklerose as oorsaak 
vir neuropatie is dat daar gevalle met duidelike perifere 
arteriosklerose sonder tekens van neuropatie is, terwyl daar 
gevalle met uitgesproke tekens van diabetiese neuropatie is, 
sonder aantoonbare tekens van perifere arteriosklerose.*.’ 

Die vrae wat uiteraard ontstaan is: (1) Of perifere 
arteriosklerose die direkte oorsaak is vir die neuropatie en of 
dit as ’n losstaande bevinding beskou moet word, (2) of die 
neuropatie deur ’n ander meganisme van isgemie as dié deur 
arteriosklerose veroorsaak, tot stand gebring word, en (3) of 
neuropatie in diabetes mellitus nie as deel van ’n wydver- 
spreide bloedvataantasting eie aan diabetes mellitus toegeskryf 
kan word nie. 

Die reeks wat nagegaan is bestaan uit 56 gevalle, met duur 
van diabetes mellitus wat gewissel het van 1 maand tot 30 
jaar. Die diagnose van neuropatie het berus op die objektiewe 
bewys van vermindering van spierkrag, afwesige peesreflekse, 
en verminderde of afwesige pyn-, tas-, of vibrasiesin in die 
onderste ledemate. Die afwesigheid van die enkelrefieks 
of die vibrasiesin as alleenstaande bevinding is nie beskou 
as van diagnostiese belang nie, aangesier: dié bevindings ook 
aan ouderdomsinvloed toegeskryf kan word; waar dit egter 
tesame met die ander bevindings aangetref is, is dit as van 
diagnostiese belang beskou. 


BEVINDINGS 
Die hoogste insidensie van neuropatie is in die vyfde en 


sesde lewensdekades, maar gevalle word ook in die jonger en 
ouer lewensdekades aangetref (Afb. 1). 


gevalle met neuropatic 


Ouderdomme 


Afb. 1. Die voorkoms van diabetiese neuropatie volgens 
ouderdom. 


Die graad van diabetes mellitus is beoordeel volgens die 
daaglikse insulienbehoefte vir kontrole, asook die neiging 
tot asidose en vorige komas, dieet en tolbutamied nodig vir 
beheer. Dit blyk dat 38 van die gevalle met neuropatie ’n 
ligte graad van diabetes mellitus gehad het, terwyl 18 gevalle 
*n ernstige graad gehad het (Tabel I). In 13 gevalle is beheer 


TABEL I. DIE GRAAD VAN DIABETES MELLITUS EN 


VIR BEHEER 


BENODIGDHEDE 


Graad 
Lig 


Benodigdhede 
<40 eenhede insulien per dag 
Dieet 
Dieet en rastinon .. 
Ernstig* >40 eenhede insulien per dag 


Totaal 


* Neiging tot asidose en vorige komas dui op ’n ernstige graad van diabetes 
mellitus. 


alleenlik deur dieet bewerkstellig. Hoewel neuropatie onder 
gevalle met ’n ernstige graad van diabetes mellitus aangetref 
word, wil dit voorkom of die meeste gevalle in die reeks 
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PERSENTASIES 


A B Cc D E F G 


Afb. 2. Ander degeneratiewe bloedvatafwykings in gevalle 
met diabetiese neuropatie. A= Retinopatie, B= Albuminurie, 
C=Hipertensie, D-=Perifere vatafwykings, E—Retinopatie 
en albuminurie, F=Retinopatie en perifere vatafwykings, 
G= Geen ander afwykings. 


*n ligte graad van diabetes mellitus het. Daar is ook ’n 
oorvieueling van vastende bloedsuikerwaardes tussen die 
groepe pasiénte met of sonder neuropatie (Tabel I). 


TABEL Il. VASTENDE BLOEDSUIKERWAARDES 


Laagste Hoogste Gemiddeld 
Met neuropatie .. ie ISI 548 238 
Sonder neuropatie ee 159 600 230 


*n Hoé voorkoms van ander degeneratiewe bloedvataf- 
wykirgs is ook gevind (Afb. 2). By slegs 3 pasiénte is neuro- 
patie as alleenstaande bevinding aangetref. 


BESPREKING 


Die diabetiese stofwisselingsfout, soos weerspieél in die 
daaglikse insulienbehoefte, dieet, en gebruik van tolbutamied 
nodig vir die handhawing van beheer, asook die neiging tot 
asidose en die bloedsuikervlak, soos aangetoon deur die 
vastende bloedsuikerwaardes, blyk nie in die reeks *n belang- 
rike oorsaak vir die ontstaan van diabetiese neuropatie te 
wees nie. Die meeste gevalle was onderhewig aan °n ligte 
graad van diabetes mellitus sonder die neiging tot ketose 
of die geskiedenis van vorige komas. Die bloedsuiker word 
as "n aanwyser vir die graad van diabetes mellitus beskou 
liewers as die werklike oorsaak vir die ontstaan van diabetiese 
neuropatie. 

In 64°% van die gevalle met neuropatie is daar tekens van 
*n versteurde bloedvloei in die onderste ledemate. In 25 van 
die gevalle met neuropatie is die bloedvloei meer noukeurig 
deur middel van pletismografie voor en na vatverwyding 
nagegaan; deur die metode word die bloedvloei in die mees 
distale bloedvaatjies weergegee.* 

In 5 van die 25 gevalle kon aangetoon word dat die bloed- 
vioei in die digitale bed, d.w.s. die digitale arterieé, arterioli, 
en haarvate ingekort is. Dit is duidelik dat die bloedvat- 
patologie in die mees distale dele van die bloedsomloop, wat 
waargeneem kon word met die meer noukeurige metode van 
ondersoek, nie deur die gewone metodes van ondersoek— 
aftasting van die perifere polse en ossilometrie—aantoonbaar 
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sou gewees het nie. As dié ondersoek ook in die oorblywende 
gevalle met neuropatie gedoen was, is dit waarskynlik dat 
sommige van hierdie gevalle ook die besondere afwyking sou 
getoon het. Die metode dra dus by tot die vasstelling van ’n 
hoé voorkoms van bloedvatafwykings in die reeks diabetici 
met neuropatie, in teenstelling met die bevindings van ander 
werkers.® Ook dui die bevindings op ’n ander soort vat- 
patologie as dié van arteriosklerose. Die proses sou dan 
primér in die kleinere bloedvate, m.a.w. in die digitale bed, 
geleé wees. Hierdie bevindings stem ooreen met die van ander 


Die kliniese belang van hierdie gevolgtrekking is dat dit 
mag dui op °n dergelike soort afsluitende proses wat die 
voedende vaatjies van die perifere senuwees tref. Die vasa 
nervorum bestaan uit "n wydverspreide anastomotiese bloed- 
voorsiening met ‘n netwerk van haarvate wat die senuwee 
van bo na onder deurkruis. Causey'! meld tereg dat ’n 
senuweeletsel nie kan voorkom tensy verskeie van die takke 
van die arterie van die senuwee gelyktydig afgesluit is, of 
die hoofarterie totaal afgesluit is nie. Dit verklaar waarom 
neuropatie nie meer dikwels in arteriosclerosis obliterans 
aangetref word nie en waarom daar, soos die ondervinding 
ook aantoon, ernstige inkorting, wydverspreide aantasting 
en feitlik totale afsluiting moet wees voor isgemiese neuropatie 
in die toestand aangetref word.'? In die geval van diabetes 
mellitus word *n ander meganisme van isgemie voorgestel. 
Vanweé spesifieke aantasting van die kleinere bloedvate word 
die vasa nervorum direk getref sonder dat daar noodwendig 
duidelike tekens van perifere bloedvataantasting, soos aange- 
dui deur perifere bloedvataftasting, ossilometrie en ander 
growwer metodes van ondersoek, teenwoordig hoef te wees. 
Dié soort aantasting mag ook aangetref word by gevalle 
met neuropatie sonder pletismografiese bewys van ‘n ver- 
steurde bloedvloei deur die digitale bed. Anders gestel 
beteken dit dat die neuropatie een van die eerste verskynsels 
van die genoemde soort bloedvataantasting in diabetes 
mellitus mag wees. Isgemiese neuropatie as gevolg van 
arteriosclerosis obliterans mag aangetref word, maar dan is 
dit °n laat verskynsel wat volg op ernstige arteriéle inkorting. 

Die bevinding van 50°, van gevalle met tipiese diabetiese 
retinopatie onder die gevalle van neuropatie bevestig die 
bevindings van verskeie werkers.'*:"* Dit word nie in die 
reeks as °n toevallige bevinding beskou nie, maar dit dui op 
die gesamentlike aard van die degeneratiewe proses, m.a.w. 
veranderinge van die retinale haarvate in retinopatie en 
verandering van die vasa nervorum in neuropatie. 


Waar albuminurie tesame met retinopatie in diabetici 
aangetref word, is dit waarskynlik dat die letsels wat in die 
nier aangetref word, onder andere ook dié van interkapillére 
glomerulosklerose is.'*'’ Die letsels word kenmerkend in 
die haarvate van die glomerulus aangetref soos die benaming 
dan ook aandui. Hierdie letsels word vandag as eie aan 
diabetes mellitus beskou."* 


Ons weet nou dat hialien die gesamentlike grondslag vir 
die bloedvatveranderinge in die retina is, soos weerspieél in die 
verdikte wande van die haarvataneurismas of in wande 
van haarvate sonder aneurismas in die nodules van inter- 
kapillére glomerulosklerose.’® Histochemies blyk dit dat die 
hialien uit mukopolisakkarides bestaan. Dit wil voorkom of 
*‘n derglike soort verandering in die netwerk van die vasa 
nervorum plaasvind. 
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In dié reeks is gevind dat 75°, van die gevalle hipertensief 
is. ‘n Aanhoudende bloeddruk (sistolies bo 160 en diastolies 
bo 90 mm. Hg.) het as maatstaf vir die diagnose van hiper- 
tensie gedien.*” In die literatuur is daar teenstrydigheid of 
die voorkoms van hipertensie hoér onder diabetici as onder 
nie-diabetici is.*!»** Wat wel bekend is, is die hoé voorkoms 
van hipertensie in interkapillére glomerulosklerose. Die 
hipertensie word egter deur navorsingswerkers nie as oorsaak 
vir die kenmerkende retinale veranderinge wat in diabetes 
mellitus aangetref word, beskou nie, maar as ’n gesamentlike 
simptoom van die bloedvatdegenerasie in diabetes 
mellitus.**-** Die hoé voorkoms van hipertensie in die gevalle 
met neuropatie word as nog ‘n uiting van die wesenlike 
gelyksoortige aard van die aantasting, naamlik aantasting 
van die kleinere bloedvate, beskou. 

Diabetiese neuropatie word dus beskou as ‘n deel van 
diabetiese angiopatie wat ‘n wydverspreide bloedvat- 
degenerasie eie aan diabetes mellitus is. Diabetiese neuropatie 
as eerste bevinding mag in alle waarskynlikheid, net soos 
retinopatie, op daaropvolgende wydverspreide bloedvat- 
degenerasie dui. 

OPSOMMING 


1. Uit °n uiteensetting van 56 gevalle met organiese 
diabetiese neuropatie blyk dit nie asof die stofwisselingsfout, 
soos weergegee deur die gehalte van bloedglukose, die in- 
sulienbehoeftes, en ’n neiging tot ketose, aanleiding tot die 
ontstaan van diabetiese neuropatie gegee het nie. 

2. Die hoé voorkoms van perifere bloedvataantasting, 
veral die aantasting wat met behulp van pletismografie aan- 
getoon kan word, dui op ’n moontlike oorsaaklike verband: 
Dat die oorsaak vir neuropatie waarskynlik primér *n aan- 
tasting van die vasa nervorum is. 

3. Die voorkoms van retinopatie (50°,), albuminurie 
(30°,), en albuminurie tesame met retinopatie (27°,), is “n 
verdere aanduiding van die aard van die letsels in die vasa 
nervorum. 

4. Die hoé voorkoms van hipertensie (75°,) word as nog 
n uiting van die wesenlike gelyksoortige aard van die aan- 
tasting beskou. 

5. Diabetiese neuropatie word beskou as deel van ‘n angio- 
patie wat eie is aan diabetes mellitus. 

SUMMARY 


1. In an exposition of 56 cases of organic diabetic neuro- 
pathy it could not be shown that the metabolic derangement, 
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reflected by the fasting blood-sugar level, insulin need, and 
tendency to acidosis gave rise to diabetic neuropathy. 


2. The high incidence of changes in the peripheral blood 
vessels (64°,), especially those demonstrable by plethysmo- 
graphy, suggests a causal relationship; the cause of 
neuropathy is thought to be primarily a lesion of the vasa 
nervorum. 


3. The occurrence of retinopathy (50°), albuminuria 
(30°%,), and albuminuria in the presence of retinopathy (27%), 
is an indication of the nature of lesion in the vasa nervorum. 

4. The high incidence of hypertension (74°) is further 
evidence of the type of vascular degeneration which is found 
in diabetes mellitus. 

5. Diabetic neuropathy is thought to be part of an angio- 
pathy specifically found in diabetes mellitus. 


Die gegewens oor 25 van die gevalle is afkomstig uit die proef- 
skrif .n Studie oor die bloedvatveranderinge in diabetes mellitus 
en die verband met diabetiese neuropatie’, deur die skrywer 
ingehandig te Pretoria Universiteit, 1958. Die gegewens oor die 
oorblywende 31 gevalle is afkomstig uit die Diabetiese Kliniek 
Karl Bremer-Hospitaal. 


My dank aan dr. R. L. M. Kotze, Superintendent Karl Bremer- 
Hospitaal, Bellville vir verlof tot publikasie, aan prof. A. J. Brink 
vir deurlees en gewaardeerde kommentaar, mnr. R. Ellis, kliniese 
fotograaf, Karl Bremer-Hospitaal en mej. Y. Stuart vir die tik- 
werk verbonde aan die manuskrip. 
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COMBATING DENTAL DECAY* 


J. T. Invinc, M.A., Px.D., M.D.* 


Department of Experimental Odontology, University of the Witwatersrand, Johannesburg 


Our modern diet is very deleterious to the teeth owing to the 
consumption of refined carbohydrate, largely in the solid or semi- 
solid state. Attempts to change our present sophisticated diet 
are quite impracticable, though it has been reported that diets 
low in sugar, voluntarily taken, have caused a considerable de- 
crease in the incidence of caries. In flucride, however, we have 
a weapon in our hands with which the incidence of dental decay 
can be greatly reduced. 

The effect of fluorine and its use in domestic water supplies 


* From Presidential Address delivered at the Annual General Meeting of the 
Nutrition Society of Southern Africa, 26 November 1958. 

' Now Professor of Anatomy, Forsyth Dental Infirmary and Harvard School 
of Dental Medicine, Boston, USA 


to reduce the incidence of dental caries are so well known that 
one need say very little about the earlier work on this subject. 
Mottled enamel was described in 1901 and was recognized as an 
endemic condition, but it was not till 1931 that Churchill’ showed 
that the fluoride content of waters in areas of mottled enamel 
was abnormally high. At the same time, it was noticed that 
children from areas of mottled enamel had less dental decay 
than those elsewhere, and field work by Dean and his colleagues* 
clearly established that a high content of fluorine in the water 
was associated with a reduction in decay; and that a level of 
1 ppm (parts per million) of fluoride as fluorine in the water 
had a marked effect in reducing dental decay with but minimal 
effect upon the enamel. Following on this, the fluoride content 


of domestic water has been deliberately raised to 1 ppm in a 
very large number of communities in the USA and the policy has 
also been adopted in some towns in the UK. Since the matter is 
being seriously considered in the Union, it behoves us to go into 
the pros and cons with some thought. 

Recently the New Zealand government® appointed a com- 
mission to consider the question and their report is the most 
important summary to date of the whole position. In this re- 
port, the commission concluded. ‘Fluoride is not a drug but 
a nutrient and fluoridation is a process of food fortification. 
As a process it is quite analogous to the compulsory addition 
of fat-soluble vitamins to margarine or of vitamin B, (thiamine) 
to bread, or to the non-compulsory addition of potassium iodide 
to salt’. With this view I completely concur. 


Seeing that the beneficial effects of fluoridation of domestic 
water on teeth are admitted by almost everybody, it is important 
to consider the possible dangers of this procedure. We must 
remember that all members of the community will get fluoride, 
but it is really only helpful to children whose teeth are developing 
and in the structure of which fluoride is incorporated during 
formation. Adults probably do not need it, and people with no 
teeth certainly do not. Do these persons suffer in any way from 
a fluoride intake at a level of 1 ppm? 


I think it is true to say that few public-health measures have 
called forth such invective and polemic as that of fluoridation, 
which appears in this respect to be in the same category as the 
pasteurization of milk. So strongly has the public feeling been 
whipped up by skilful propaganda, that anti-fluoridation societies 
have been formed, and a vigorous opposition, mostly of an emo- 
tional and hysterical type, has appeared. In 1954 the Weir anti- 
fluoridation bill was introduced into Congress in America. At 
a committee of investigation,‘ those in favour of the bill brought 
their own drinking water in jugs, since the water at Washington 
is fluoridated. They stated that fluoridation was a crime calcu- 
lated to destroy America’s human strength, that Washington 
bath water soaked into one so that one became violent, and 
the deaths of Senator Taft and Judge Vinson were attributed to 
drinking fluoridated water. Some of the statements made to the 
New Zealand commission by medical practitioners were quite 
astounding, and utterly without scientific backing—such as that 
fluorine caused insanity and increased the incidence of cancer. 


Let us therefore look at some very critical analyses that have 
been made of mortality and morbidity rates of people who have 
drunk fluoridated water for some length of time. Leone et al. 
studied the inhabitants of a Texas town, Bartlett, with a fluoride 
content in domestic waters of 8 ppm as fluorine. People were 
investigated in 1943 and the same people again in 1953. The 
subjects chosen, aged 16 to 68 in 1943, had lived at least 15 years 
in Bartlett, and the average length of fluoride exposure was 37 
years. Apart from a great deal of mottled enamel, the health 
of the Bartlett people was the same as that of those of a neigh- 
bouring town whose water supply contained a negligible amount 
of fluoride. 

More recently Geever et al.* made a comparison of 728 autopsies 
on people who had lived in Colorado Springs for more than 
20 years, with others who had lived there for much shorter periods 
of time. The autopsies were performed between 1947 and 1953 
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when the fluorine content of the water was 2-5 ppm. No differ- 
ences of any kind were found which could have been related to 
the length of residence in this environment. Steinberg ef ai.’ 
investigated patients with arthritic disorders, some of whom had 
drunk fluoridated water and some not. Since it is known that 
fluoride when taken in high concentrations will cause bony changes, 
it was felt that patients already arthritic might have their con- 
ditions worsened by fluoride. No such change was found. The 
fluoride content of the bones and the X-ray findings were identical 
in the two groups. There was no relation between fluoride inges- 
tion and various forms of arthritis. 


This report’? contains an interesting calculation. At the age 
of 70, a person drinking 1 quart of water per day containing 
1 ppm of fluoride would have accumulated in his bones only 
4,000 ppm, the normal fluoride content at this age being 1,500 
ppm. Such a negligible increase would cause no untoward effects, 
We must also remember that many communities have drunk 
naturally fluoridated waters for a long time. Those in Arizona 
and Colorado may be instanced, where the health of the people 
is as good as elsewhere. How long they have drunk this water 
we do not know, since water analyses have only relatively recently 
been undertaken. In England the people of Deeping St. James 
in Kesteven have had water with 2-5 ppm of fluorine for at least 
20 years, with no ill effects, the children having a markedly su- 
perior dental condition.* 

To those interested in following recent views in more detail, 
I would recommend an article by Griffith, a British medical 
officer of health, in a recent number of the British Dental Journal. 
In this paper the author gives a reasoned viewpoint from the 
public-health angle. He concludes by quoting the following 
statements issued at a conference of British nutritionists: “There 
is no definite evidence that the continued consumption of fluorides 
in water at a level of about 1 part per million is in any way harmful 
to health’; and ‘If any untoward effect is revealed by future research 
this is most unlikely to be serious’. 


In conclusion it may be said that both the World Health Or- 
ganization’® and the American Medical Association™ have given 
this procedure their support and approval. I therefore feel con- 
fident that it is both safe and desirable and, in our plans for a 
new outlook on nutrition, fluoridation must certainly play a part. 
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FORTHCOMING INTERNATIONAL MEDICAL CONFERENCES 


Regional Paediatric Conference, Middle East and Mediterranean 
Countries. The Egyptian Paediatric Association have announced 
that this Conference will take place in Cairo on 6-11 March 1960 
and South African paediatricians have been welcomed to the 


Conference. Further particulars may be obtained from the Secre 
tary of the South African Paediatric Association (MASA), 
Dr. R. McDonald, c/o Department of Child Health, University 
of Cape Town, Medical School, Observatory, Cape. 
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EDITORIAL : VAN DIE REDAKSIE 
THROMBOASTHENIA 


In some haemorrhagic states the abnormal bleeding cannot 
be attributed to defective coagulation or to thrombocyto- 
penia. Many of these states appear to be primary, inborn, 
inherited diseases, the inheritance being that of an autosomal 
dominant so that both males and females are affected. 
Numerous cases may occur in one family. In many cases 
the haemorrhage is purpuric in type and the clinical syn- 
drome does not differ very markedly from that seen in 
thrombocytopenic states. The platelet count is normal, 
but there is sometimes a long bleeding time and/or a positive 
reaction to the tourniquet test. On the basis of these findings 
it is not unreasonable that our attention should be focussed 
more closely both on the capillaries and on the blood plate- 
lets. The normality of the platelet count has led to the con- 
clusion that if there is a platelet abnormality it must be one 
of function—a type of thromboasthenia. 


The names which have been given to these haemorrhagic 
conditions are legion. Constitutional thrombopathy, throm- 
boasthenia, pseudohaemophilia, and Von Willebrand-Jiirgens 
syndrome are a few examples. In discussing these conditions 
it is helpful to consider them under two broad headings, 
though there may well be overlapping between the groups. 
There are those where the lesion seems to be in the capillaries, 
and those in which thromboasthenia appears to be present. 
Some patients have both types of defect. The most classical 
example of a capillary disorder is hereditary capillary tel- 
angiectasia, but this condition is generally regarded as a 
separate entity. In the capillary disorder considered here, 
the only laboratory abnormalities detected have been: a 
prolonged bleeding time with or without demonstrable 
abnormalities in the capillaries, and possibly with positive 
tourniquet tests. Cases with a similar clinical pattern have, 
however, been described where the long bleeding time has 
been associated with a host of coagulation defects.' These 
deficiencies have involved antihaemophilic globulin (AHG), 
Christmas factor, factors V and VII, and fibrinogen as 
well as combinations of these. 

The most interesting of these conditions (and probably 
the most common) is the one associated with AHG de- 
ficiency. A curious feature of cases with AHG deficiency 
is that the clinical picture is usually not that of haemophilia. 
This has given rise to the rather disturbing concept that 
the absence of AHG does not necessarily imply a diag- 
nosis of haemophilia. The difference in severity of the 
clinical picture can possibly be explained by the fact that 
in the capillary disorder the AHG level has usually been 
recorded as more than 1-2 per cent, while in classical 
haemophilia the AHG level is frequently less than this. 
Haemarthrosis has only rarely been recorded in the capillary 
disorder and is common in haemophilia. There appears, 


however, to be no good reason why combined defects of 


this type with little or 10 circulating AHG should not occur, 
and this would give rise to the clinical syndrome of ‘haemo- 
philia with long bleeding time’. Indeed, Valberg and Brown! 
go so far as to assert that some cases reported as ‘haemo- 
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philia in the female’ are really of this type. This may be 
correct in some of the reported cases. It is probably not 
true in all. It is also of interest to note that the disease 
originally described by Von Willebrand and Jiirgens in the 
Aaland islands is of the type associated with some deficiency 
of circulating AHG.* 

The group of qualitative platelet defects is even more 
difficult to define. Glanzmann* was the first to make this 
suggestion, and it was stated that the agglutination of plate- 
lets was delayed by the use of a ‘thrombometer’. Budtz- 
Olsen* suggested that many of Glanzmann’s patients actually 
had true thrombocytopenia, but despite this there are still 
grounds for the concept of defective platelet function. 
Platelet functions are not easy to study because at least eight 
clotting and haemostatic factors have been described as 
occurring in platelets.’ In 38 cases of what they called 
‘thrombopathia’ van Creveld et al. found a varying picture 
of platelet dysfunction. In general more than one platelet 
function was affected, and the impaired platelet functions 
varied from case to case. In addition, in some patients the 
dysfunctions varied from time to time and different com- 
binations occurred at different times. In one large family 
with slight familial thrombopathia, the dysfunctions varied 
from patient to patient. It is clear that the diagnostic criteria 
laid down by Glanzmann, viz. normal bleeding time and 
deficient clot retraction, cannot be strictly applied to this 
group. Van Creveld et al. found patients with evidence of 
‘thrombopathia’ with prolonged bleeding times and normal 
clot retraction. Recently too, additional evidence of platelet 
dysfunction in the Willebrand-Jiirgens type of thrombo- 
pathia has been reported. A ‘platelet osmotic resistance 
test’ has been devised. The standard thromboplastin-genera- 
tion test is used, but the concentration of NaCl in the diluting 
fluid used for platelets is varied. Some patients’ platelets 
are reported to show resistance to disintegration even in 
distilled water.® 


Both ‘groups’ may, therefore, be associated with a pro- 
longed bleeding time and a positive tourniquet test; there 
may be evidence of a host of plasma coagulation defects 
in the one variety and evidence of qualitative platelet de- 
ficiency in the other. 

Treatment of these cases is not very satisfactory, but 
fortunately they frequently present in a mild form. It is 
important to make the correct diagnosis if only to avoid 
operations such as splenectomy which are usually of little 
or no value. It is also important to recognize that the con- 
dition is different from true haemophilia. Surgery in true 
haemophilia is still a hazardous procedure; it is, however, 
less dangerous in cases with capillary disorders. If plasma 
factors are missing, then judicious replacement may be of 
value in correcting this plasma defect, though even this 
correction has not always occurred.’ The long bleeding 
time is generally unaffected. Freshly prepared platelet 
transfusions in plastic bags may be of temporary benefit 
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but are not generally recommended. Perhaps we may have 
a more definitive treatment for this interesting group of 
diseases in the future. 
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(1957): Thromb. diath. haem. (Stuttg.), 1, 257. 


2 January 1960 


3. Glanzmann, E. (1918): Jb. Kinderheilk., 88, 113. 

4. Budtz-Olsen, O. E. (1951): Clot Retraction, p. 87. Oxford: Blackwell. 

5. Van Creveld, S., Liem, K. H. and Veder, H. A. (1958): Acta haemat. (Basel), 
19, 199. 

. Ulutin, O. N. and Karaca, M. (1959): Brit. J. Haematol., 5, 302. 

7. Biggs, R. and MacFarlane, R. G. (1957): Human Blood Coagulation and 
its Disorders, p. 296. Oxford: Blackwell. 


a 


DIE GEVARE VAN NARKOSE IN DIE VERLOSKUNDE 


Daar word gesé dat die toediening van narkose in die ver- 
loskunde meer gevare as enige andere operatiewe ingreep 
inhou. Hierdie probleem is belangrik omdat nie alleen 
die moeder nie, maar ook die ongebore baba aan onder- 
drukkende verdowingsmiddels onderwerp word — soms 
deur onervare persone op die gebied van die narkose. 


Operatiewe kraam word dikwels onder baie moeilike 
omstandighede beoefen, en die grootste bedreiging vir die 
vrou en die baba 1é juis hierin dat ’n narkose in ’n plek 
toegedien word waar daar geen suierstelle of soortgelyke 
geriewe vir die verwydering van braaksel bestaan nie. Dit 
is algemeen bekend dat ’n vrou in kraam, selfs na ses uur, 
nog nie haar kos verteer het nie, en hierdie onverteerde kos 
bly ’n bedreiging vir die lugweg van die pasiént en dus ook 
indirek vir die baba. 

Selfs al word kraam onder ideale omstandighede be- 
oefen, is daar nog altyd die onbekende uitwerking van die 
verdowingsmiddels op die baba. Voor die geboorte sal die 
sirkulasie van die baba alles absorbeer wat aan die moeder 
toegedien word. In hierdie opsig moet daarop gelet word 
dat selfs veslappingsmiddels tot die baba se sirkulasie kan 
deurdring en dus sy asemhaling na geboorte kan onderdruk.* 


Hoe kan ons dan hierdie toedrag van sake verhelp? 
Daar bestaan geen twyfel dat die hoé sterftesyfer wat onder 
moeders voorkom aan die inaseming van braaksel onder 
algemene narkose toegeskryf kan word nie. Die oplossing 
van hierdie probleem Jé nie voor die hand nie. Dit is on- 
prakties om ‘n kraampasiént te belet om te eet, of om ’n 
viloeistofdieet voor te skryf. Waar ‘n algemene narkose 
toegedien moet word, is ‘n wye maagbuis noodsaaklik. 
Die klein buisie van Ryle is absoluut nutteloos. Daar is ‘n 


toenemende neiging om net ’n trageale buis onder narkose 
in te sit, maar dit is seer sekerlik nie die beste manier om te 
voorkom dat die maag se inhoud in die longe beland nie. 
*n Beter oplossing sou wees om lokale of koudale verdowing 
vir hierdie onvoorbereide gevalle te gebruik. Waar toe- 
stande nie ideaal is nie, behoort nie meer as ’n lae tangver- 
lossing gedoen te word nie, en hiervoor is die pudendale 
blok sekeriik die ideale narkose. 

Dit is essensieel dat die dosis van verdowingsmiddels 
gedurende kraam en narkose ingekort word en dat die 
toediening van verslappingsmiddels, veral van Flaxedil, 
streng beperk word. Gardiner* het daarop gewys dat Flaxedil 
deurdring tot die fetus se sirkulasie, maar dat d-tubokurarien 
dit nie doen nie. Die wenslikheid om tiopentoon aan die 
kraampasiént toe te dien, berus op die toestand van die 
ongebore baba asook die van die moeder. Crawford! wys 
daarop dat die toediening van *n maksimum van 250 mg. 
tiopentoon nie onwenslik is nie, maar dat dit na 45 sekondes 
in die baba se sirkulasie voorkom en dat die konsentrasie na 
tien minute heelwat verminder. Daar word dus voorgestel 
dat as tiopentoon gebruik word daar nie gehaas moet word 
nie, want *n mate van versuim sal meer perifere distribusie 
van die tiopentoon veroorsaak en dus help om ’n lewendige 
baba met ’n aktiewe respiratoriese sentrum voort te bring. 


Ten laaste behoort ons ons bevolking meer en meer op 
te voed om van inrigtings en hospitale vir hul bevallings 
gebruik te maak. Ons behoort ook die staat aan te moedig 
om meer en meer kraambeddens in die hospitale beskikbaar 
te stel. As ander lande dit kan doen, waarom nie Suid- 
Afrika nie? 


1. Crawford, J. S. (1956): Brit. J. Anaesth., 28, 201. 
2. Crawford, J. S. en Gardiner, J. E. (1956): /bid., 28, 154. 


PECTUS EXCAVATUM* 
WALTER L. PHILLIPs, M.R.C.P. (Lonpb.), F.R.C.S. (ENG.), Thoracic Surgeon, Cape Town 


Pectus excavatum or funnel chest is a depression deformity 
of the thorax. The exact aetiology of this deformity is not 
known, but the following factors appear to be of significance: 

1. Inspiratory obstruction. The newborn or very young 
child shows a marked over-action of the muscles of inspira- 
tion, and depression or recession of the ribs as a result of 
obstruction to inspiration. The over-action of the diaphragm 
may lead to a funnel-chest type of deformity if the respiratory 
obstruction is severe and maintained. It is interesting to 
note that the deformity disappears immediately a 
tracheotomy is performed. Thus, in the early case, there is 
every hope of a complete restitution to normal if the ob- 
struction is relieved. 


* Based on a paper submitted at the 42nd South African Medical 
Congress (MASA), East London, C.P., September-October 1959. 


2. Hereditary factor. Ample proof exists of the hereditary 
nature of this lesion. The same deformity may be seen in 
successive generations of a family, but it is not necessarily 
present in all the siblings. 

3. The central tendon of the diaphragm. A number of 
cases show a definite short tendinous attachment between 
the central part of the diaphragm and the back of the sternum. 
Division of this tendon will allow the depressed sternum to 
spring back into its normal position. An equal number of 
cases, however, have no evidence of this additional attach- 
ment. A substernal ligament is sometimes discovered which 
is an extension of the linea alba and posterior rectus sheath, 
to the posterior periosteum of the sternum. This ligamentous 
attachment is felt as a taut band restraining the lower end 
of the sternum. 
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4. Abnormal growth of the rib cartilage. In the condition 
of pectus excavatum the rib cartilages are longer than normal. 
This extra length bridges the increased space between the 
rib and the manubrium sterni. The excess of costal cartilage 


Fig. 1. Illustrating the posterior angulation of the sternum, 
occurring at the level of the 2nd costal cartilage. This distance 
between the vertebral column behind and the xiphoid process 
of the sternum in front may be considerably reduced. 

Fig. 2. Illustrating the effect of the posterior osteotomy. The 
sternum comes forwards away from the vertebral column. 
Fig. 3. Section illustrating the elongation of the costal 
cartilages and demonstrating the depression. 

Fig. 4. Illustrating the technique of bringing the sternum 
forwards. The costal cartilages are made shorter. 
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may be associated with a failure of the ossification of the 
lower portions of the sternum, which normally occurs at 
puberty. It is not possible to state, however, whether the 
Overgrowth of these cartilages is the cause or the result of 
the pectus deformity. 

SIGNS AND SYMPTOMS 


Despite the diversity of aetiology, the clinical picture is the 
same in all cases, i.e. sternal depression is present. The 
depth of the depression may vary considerably. In an extreme 
case there may be only about a 2-inch space between the front 
of the vertebral column and the back of the sternum, and all 
the mediastinal structures, particularly the heart, must 
become adapted to this restricted space or be displaced 
(Figs. 1-4). In the majority of cases, however, the condition 
is referred in adolescence for surgery for cosmetic reasons, 
the patient showing only a sternal depression, without 
any symptoms. 

In support of the theory of an abnormally short central 
tendon is the fact that the sternum is not only pulled inwards, 
but also downwards. This downward displacement is in 
some cases associated with a postural kyphosis, as reported 
by Lester. 

The acute dyspnoea which accompanies pectus excavatum 
in infancy is invariably due to the respiratory obstruction 
which has caused the pectus deformity, and not to the 
deformity itself. The cause of the obstruction, which may 
be oedema of the glottis, laryngeal stridor, or enlarged tonsils 
and adenoids, must be dealt with as a matter of urgency. 
Relief of the obstruction results in the disappearance of the 
sternal recession. 

Older children with pectus excavatum usually give a history 
of repeated attacks of bronchitis without severe respiratory 
difficulty. They show the typical deformity associated with 
a round-shouldered and pot-bellied posture. The deformity 
nearly always increases in severity as the child grows older, 
the eventual appearance in adolescence being that of a 
narrow ‘funnel-chested’ physique. Psychological problems 
now ensue, the patient becoming socially unsure and extremely 
self-conscious, particularly in a bathing costume. 

The displacement of the mediastinal structures is usually 
asymptomatic. Occasionally cardiac flow murmurs develop. 


SURGICAL TREATMENT 
Time of Operation 

Ideally, surgery should be postponed until the child is at 
least 18 months old. This is not always possible, and a 
severe degree of funnel chest, or the occurrence of frequent 
attacks of bronchitis, may necessitate surgical treatment 
when the infant is less than a year old. Naturally the presence 
of respiratory obstruction must first be excluded. Operation 
at this early age may be a relatively minor procedure and may 
also obviate the necessity for any future surgery when the 
child is older. Simple division of the tendonous attachment 
of the diaphragm to the sternum, and division of some of the 
lower costal cartilages when necessary, generally gives a 
lasting result. 

A formal operation, on the lines to be described later 
becomes essential if the child is over 18 months old. If the 
surgical treatment does not conform with the 3 basic pro- 
cedures mentioned below, re-operation at a later date be- 
comes inevitable. Fortunately the prospects of obtaining 


good results are excellent, and the operative risks are 
negligible. The 3 basic procedures are as follows: 
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1. Taut tendoaous attachments to the back of the sternum 
must be divided. 

2. The costal cartilages must be restored to their normal 
position. 

3. The sternum must be elevated. 

Anaesthesia 

Inhalational anaesthesia with an intratracheal tube must 
be used in case the pleural cavity is opened, when positive- 
pressure ventilation becomes necessary. 

Operation 

A vertical incision down the middle of the sternum, or 
alternatively a transthoracic incision curving across both 
sides of the chest and under the breast margins, are the 
methods of choice. The curved incision is_ particularly 
applicable to women patients because the incision falls under 
the mammary fold. The final result in such cases is excellent 
cosmetically, as the only evidence of the incision is the small 
area of scarring across the middle of the sternum. The 
incision is extended downwards through the subcutaneous 
tissues to the muscle layer. The sternum is then mobilized 
in a manner which ensures correction of the deformities 
without impairment of its blood supply. 

As stated above, the costal cartilages of many of these 
patients are longer than normal. The costal cartilages from 
the 3rd rib downwards must be exposed on both sides. The 
2nd costal cartilage is usually not involved in the chest de- 
formity. The muscle fibres of the pectoralis major are 
stripped laterally as far as the bony part of each rib. Small 
perforating arteries are usually present, and these can be 
preserved if great care is taken. If they are damaged, the 
bleeding must be controlled by means of artery forceps and 
diathermy. The costal cartilages are thus exposed in their 
length from the sternal attachment out to the actual bony 
part of each rib. The perichondrium over each costal cartilage 
is then divided and elevated with rib elevators in order to 
expose the whole sheath enclosing each costal cartilage. The 
full length of the costal cartilage must be brought to view 
in this manner. 

Difficulty may be encountered in exposing the cartilages 
of the lower ribs, as ribs 4, 5, 6, and 7 may be crowded 
together to fuse into a small, almost vestigial, part of the 
lowest piece of the sternum. 

The xiphoid process should be mobilized in the same way. 
It is generally impossible to find any perichondrium, and 
consequently it is a waste of time to explore this process. It 
must, however, be completely freed from the attached rectus 
abdominus muscle with scissors. The muscle fibres of the 
rectus abdominus should be deliberately separated from the 
lower part of the sternum. The xiphoid process is frequently 
twisted or pulled posteriorly by the shortened tendons of 
the diaphragm, or it may be angled backwards in such a way 
that the shortened tendons of the diaphragm are attached 
only to a part of it, with resultant projection forwards of its 
lowest portion. 

The maximum depression point in the funnel-chest 
deformity is usually at this site, and consequently a consider- 
able degree of the deformity is relieved the moment the 
xiphoid process is freed from the underlying fibrous attach- 
ment. It may be simpler to separate the cartilaginous xiphoid 
process from the shortened tendon of the diaphragm rather 
than to separate the lower portion of the sternum from the 
xiphoid process, for the xiphoid process will then retract 
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posteriorly with the cartilaginous tendon. The complete 
separation of the muscle fibres of the rectus abdominus 
from the lower part of the sternum, and the removal of any 
remaining posterior attachments of the diaphragm to the 
cartilaginous portions of the ribs and sternum, are of prime 
importance. All the cartilaginous parts of the sternum have 
now been freed from any shortened attachments to the 
posterior diaphragm, and the perichondria have been elevated 
from them. 


All articles on this subject report that the surgeons have 
employed the anterior sternal osteotomy. I have not been 
able to see the purpose of this method if the deformity is due 
to a posterior displacement of the sternum, usually at the 
site of the 2nd costal cartilage. In my opinion the important 
part of the operation lies in the performance of a posterior 
osteotomy. 


Following on the elevation of the perichondrium, a Gigli 
saw should be passed from one side to the other behind the 
sternum at the highest possible level. This, in practice, 
usually proves to be at the level of the 3rd costal cartilage. 
Care must be taken to ascertain the position of the internal 
mammary vessels. The Gigli saw is then used to cut through 
the posterior half of the sternum, and when this has been 
completed the wire portion of the saw is removed. The 
sternum is then held with bone-holding forceps, and prepara- 
tions for the total mobilization of the affected part are now 
complete. 


The costal cartilages should now be divided in such a 
way that their division will allow of the subsequent fixation 
of the sternum in its new position. The method is the oblique 
division of each costal cartilage so that there is a wedge-shaped 
portion with the sharp edge of the wedge projecting pos- 
teriorly. All the costal cartilages should be divided at the 
site of the deformity, which can be easily seen, since the 
costal cartilages curve inwards owing to the pulling effect of 
the central portion of the diaphragm. This portion, of course, 
has already been divided, so that much of the deformity 
will have disappeared. 

The fixed deformity which has occurred in the costal 
cartilages during the years of growth must now be corrected. 
The simple maneeuvre of holding the sternum at its lower 
end with bone-holding forceps and levering it forwards will 
bring the entire sternum and costal cartilages into a position 
which is anterior to the rib ends. It may be necessary to 
assist each portion of rib forwards, and while this is being 
done the whole sternum will come forward, with the ends of 
each rib hitching anteriorly to the original sites of their 
attachment. 

All that remains is the completion of the mobilization of 
the upper portion of.the sternum at the site of the posterior 
osteotomy. The lower end of the sternum is still held with 
bone-holding forceps, while further leverage is put on it 
until the posterior portion begins to fracture. This must be 
done very carefully so that the sternum is not completely 
broken at the site of the osteotomy. Complete correction 
must nevertheless be obtained. This displacement is best 
described as a hinge movement at the site of osteotomy. 
The whole sternum is then brought forward and easily 
supported by the ribs ends. The attached intercostal bundles 
and perichondrial layers will keep the sternum in its new and 
correct position. 
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Figs. 5 and 6. Showing the funnel-chest deformity from twoangles. Fig. 7. Showing the post-operative appearance. The sternum 
has been brought forwards and excess costal cartilages have been removed. 


It will be seen that the sternum is now mobilized, and that 
its entire blood supply and fibrous attachments have been 
unimpaired. Rib cartilages showing excessive deformity may 
have to be trimmed. The important point, however, is that 
the oblique incision through the costal cartilages must be 
sO maintained as to hold them in front of their original ribs. 
The original deformity can be seen to have occurred in the 
costal cartilages only, and not in the bony portions of each 
rib. 

Furthermore, if the lowe: portion of the sternum is cleared 
of its perichondrium and periosteum, proof can be obtained 
in some cases that norma' ossification has not taken place. 
One or even two pieces of the sternum may still be under- 
developed, with a persistence of cartilage in its substance. 

The incision is closed by the insertion of absorbable catgut 
sutures in the deeper structures and subcuticular dermalon 
in the skin. 

During the procedure, the pleural cavities may have been 
opened. This, however, is not important if the surgeon has 
controlled all bleeding points. If bleeding continues it will 
drain into the pleural cavities. As a safety measure the 
anaesthetist is asked to distend the lungs completely before 
the final closure. The blood from any hidden bleeding sites 
will thereby be evacuated from the pleural cavities. The 
surgeon must then search carefully for any deep bleeding 
points. If it is impossible to repair the openings into the 
pleural cavities, intercostal drainage tubes must be inserted 
to allow the free escape of any collecting blood. These will 
also aid the lungs in their complete re-expansion. 


The subcutaneous tissues are now carefully approximated 
and the skin incision is closed by means of subcuticular 
stitching. The sternum is maintained in its new position by 
means of a stitch which is passed round it and then passed 
externally to a support on a slab of plaster of paris which 
has been placed over the chest. 


The patient is then taken to the ward, where he is nursed 
on a bed equipped with fracture boards. Breathing and 
coughing exercises are started as soon as possible, and the 
patient is allowed up on the 7th day. Drainage tubes should 
be removed on the 2nd day. 

Stress must be laid on the importance of adequate and 
frequent postural exercises in the early post-operative stages 
before the sternum has become fixed. 


CONCLUSIONS 


Deformities of the sternum are not unusual. The depression 
deformity, namely pectus excavatum or funnel chest is of 
fairly common occurrence, and by its very nature causes 
severe emotional problems. Secondary symptoms are 
frequent. Surgery is therefore symptomatically therapeutic 
as well as cosmetic. 

All the cases which have been treated have shown improve- 
ment, some dramatically. The operation has been performed 
on 15 cases, 7 of whom were females. One case requried 
re-operation. There were no deaths and, apart from some 
slight keloid changes in a few cases, no post-operative com- 
plications. 


UNIVERSITY NEWS : UNIVERSITEITSNUUS 
UNIVERSITY OF NATAL 
The following is a list of prizes awarded to November graduands of the Faculty of Medicine: 


Association of Surgeons Prize: Pupuma, A. B. L. 
Burroughs Wellcome Prize: Patel, P. L. 

Arthur Goldsmith Prize: Pupuma, A. B. L. 

Prize in Medicine: Maitin, C. T. 


Prize in Paediatrics: Matondo, C. C. C. 
Horace Wells Medal: Matondo, C. C. C. 
Good Companions Award: Shongwe, S. P. N, 
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SURGICAL EMERGENCIES RELATED TO THE PITUITARY AND 
NEIGHBOURING AREAS 


F. J. IRstiGLER, M.D., Krugersdorp 


The intention of this paper is to present some of the experi- 
ences, clinical and operative, with a special view to surgical 
emergencies, in a total of 79 cases of surgical lesions in the 
pituitary and adjacent areas. With a few exceptions— 
operations at which I had the opportunity of assisting some 
of my former co-workers—all the craniotomies in this series 
were carried out by myself, as a rule by the subfrontal intra- 
dural approach as inaugurated by Dandy, Olivecrona and 
Tonnis. 


Surgical emergency not infrequently arises in lesions 
located around the sella turcica. It will be discussed under 
the following headings: (1) Impending blindness due to 
bilateral macular scotoma. (2) Raised intracranial pressure. 
(3) Acute mental derangement. (4) Pituitary apoplexy. 


1. IMPENDING BLINDNESS 


It is not my intention to enlarge here on those cases in which 
field defects have already advanced so far as to make the 
patient virtually blind in both eyes. In these cases surgical 
treatment as a rule appears too late and is unwarranted; and, 
the mortality rate amounts to 60%,*° even in competent 
hands. Instead, it is intended to restrict the discussion to 
those cases where impending blindness is due to bilateral 
central (macular) scotomata, with or without bitemporal 
field defect. 


It has been known since Cushing’s work (1930) that a 
bilateral macular scotoma, when clearly brought out by 
careful perimetry, may pin-point the lesion within the optic 
chiasm to damage to the bundle of macutar fibres which 
originate in the maculae luteae of central vision and 
decussate near the posterior margin of the chiasm. These 
fibres are obviously exposed to pressure from above or 
behind by lesions that extend into the retrochiasmal angle, 
which from a clinical point of view means the interpeduncular 
Henderson,'* who in 1937 reviewed Cushing’s 
series of 338 pituitary adenomas, enumerates 6 cases of 
bilateral central scotomata due to lesions impinging on the 
posterior margin of the chiasm. 


In the present series there were 4 cases in which bilateral 
macular scotomata were recorded (Table I). Amongst these 
were 2 adenomas of the hypophysis, | tumour of Rathke’s 
pouch with a huge suprasellar extension, and | case in which 
the operative diagnosis was aneurysm of the basilar artery at 
its bifurcation. In the last-mentioned case, unfortunately, 
no vertebral angiogram was available, while the carotid 
angiogram was normal. In this patient, a woman of 52, the 
vision (and the level of consciousness) deteriorated so rapidly 
that we were unable to chart the fields carefully; consequently, 
the diagnosis of a bilateral central scotoma was not clearly 
established. 

According to Cushing’® the tumours of hypophysial-duct 
origin are especially apt to cause bilateral central scotomas, 
and one is ready to think this is so because of their being so 
often located in the suprasellar region; however, it is not 
borne out by the present series. One of the two adenomas 
mentioned above presented at operation as an intrasellar 
growth and, on the other hand, in a craniopharyngioma with 
a proved retrochiasmal extension (on the air studies and at 
operation) a unilateral macular scotoma had been found 
only on the left; it seems reasonable to assume that in similar 
cases an unsuspected retrochiasmal nodule or ‘nubbin’® 
was responsible for the failure of central vision. 

Traquair®* has drawn attention to the rapidity of com- 
pression by a tumour or an inflammatory lesion; as well as 
certain peculiarities of vascular supply to the macular 
fibres. Recently, Dawson!* has reported on data related to 
local chiasmal ischaemia. It seems likely that cases of rapid 
visual failure in patients with Vincent’s type of arachnoiditis 
must be explained on the basis of these findings. 

In one case of bilateral macular scotoma included here there 
was an obstruction at the level of the foramen of Monro caused 
by a suprasellar Rathke’s tumour. (Case W in Table I). This 
patient, a woman of 27, had bilateral high papilloedema with 
retinal haemorrhages on the left; there was no hemianopia. 
She died 3 weeks after craniotomy from an insufficiently 
relieved hydrocephalus. The operation by the subfrontal 
approach had disclosed the left optic nerve acutely angulated 


TABLE I. THE FOUR CASES OF BILATERAL MASCULAR SCOTOMA 


Air Studies 


W.27 = Suprasellar cranio- Filling defect in 3rd 
pharyngioma ventr. 


Name, Age Type of Lesion 


R.40 Chromophobe adenoma Elevation of floor of 


G.52 Aneurysm Spherical suprasellar 


mass outlined 


Fundoscopy 


Bilat. high papilloe- 
dema with retinal 
haemorrhages 


Bilat. primary optic 


Within normal both 
sides; very slight 

pallor temporal half 
on righ 


Operative Findings Outcome 


Pre-fixed chiasm Died 3 weeks after 
op. from obstructive 
hydrocephalus. 


Intrasellar tumour Died following day. 


with turricephaly and 3rd ventr. and dis- atrophy with ? infundibular Hyperthermia. 
“‘Drusenpapille’ placement of supra- extension Cushing ulcers of 
sellar cistern stomach. 
N. 25 ‘Pituitary adenoma, None Optic papillae sharply Partial removal from Survived. 
retrochiasmal outlined; ? pallor intrasellar portion. 
extension Extension into right 


middle fossa 
Post-fixed chiasm; Died 2 hours after op. 
retrochiasmal 

aneurysm ruptured 
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and flattened by the calcified and thickened walls of the 
tumour. Only at autopsy was it realized that this tumour 
had occupied the greater part of the 3rd ventricle. This 
case is specially mentioned because it shows clearly that 
papilloedema (or its sequelae) and blockage of the CSF 
passages can produce bilateral macular failure without 
necessarily causing dilatation of the 3rd ventricle and bulging 
of its floor owing to pressure on the chiasm from above and 
behind. This mechanism has been stressed by Klingler and 
Condrau.?? 


In a case I saw at Ziirich under Prof. H. Krayenbiihl, a 
symmetrical macular scotoma when found at first examination 
was thought to be due to optic (retrobulbar) neuritis. Only 
later was a pituitary tumour found and extension behind the 
chiasm suspected. It was confirmed by operation, by which 
time the tumour had spread also into the right middle fossa. 


Of 7 cases of retrochiasmal extension (proved on cranio- 
tomy or .at necropsy, or both) there were only 2 with a 
clear-cut central scotoma. One of these two—bilateral—has 
just been mentioned; in the other the macular failure was 
only on the left. In another of the 7 cases (Fig. 1) there 
was an upper-quadrant bitemporal hemianopia. In 2 others 


Fig. 1. Necropsy specimen in a case of pituitary adenoma 
with suprasellar and interpeduncular extension. Clinically, 
extrasellar extension was not suspected and air studies were 
not done. At the operation by the subfrontal route the 
tumour presented as an intrasellar adenoma. Patient died 
11 days after craniotomy from pulmonary embolism arising 
from a thrombosis of the femoral vein. Necropsy: No signs 
of increased pressure, no clot present. Note suprasellar 
portion of the tumour extending between the frontal lobes. 
Compression of pons and basilar artery by the retrochiasmal 
part of the tumour. (Autopsy done by Prof. H. Spatz.) 


perimetry was impossible because of lack of cooperation. 
The record on perimetry is not available from one of the 
patients. In the last of the 7, a Bantu child aged 4, the fields 
were not charted, and clinically there was no indication and 
no complaint of failing vision. 


Summary 

1. Macular scotoma, especially the bilateral type, associated 
with tumour in the sellar region, should always raise suspicion 
of an obstruction either at the foramen of Monro or at the 
aqueduct of Sylvius. Papilloedema or secondary optic 
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atrophy supports this diagnosis. These cases always call for 
urgent ventriculography. 

2. Retrochiasmal extension (or a single retrochiasmal 
nodule) may be expected in cases of suprasellar calcification 
indicative of Rathke’s tumour, and in pituitary adenomas in 
the presence of pyramidal signs, ataxia or incoordination, or 
choreatic dyskinesia; in the young, differential diagnosis 
from a Sydenham’s chorea may require ventriculography. 

3. The possibility of a pre-fixed chiasm'> must be taken 
into account pre-operatively in cases of suspected or proved 
retrochiasmal extension, as well as in patients presenting 
with a macular failure; technically, this may mean a difficult 
approach by the subfrontal way. Jefferson!® has stressed the 
usefulness of ventriculography in establishing pre-fixation. 
Unfortunately, cases of this type often spread out in many 
directions, giving rise to mental derangement, epileptic 
convulsions, or lack of concentration and inability to co- 
operate, and often preclude a proper charting of the visual 
fields. 

In every case, central scotomata deserve special attention, 
no less than a 3rd nerve palsy, which is diagnostic’® of 
cavernous-sinus invasion. 


2. RAISED INTRACRANIAL PRESSURE 


In surgical emergencies of this type neither time-consuming 
laboratory tests nor long-term steroid premedication are 
feasible. Seen from the angle of surgery a raised intracranial 
pressure is the prominent feature to deal with. It means 
either fronto-temporal extension of the hour-glass type of 
Jefferson,!® or obstruction of the CSF passages; in either 
case, then, extrasellar extension. 


Experiences gained from the present series indicate that 
the cases with poor prognosis as regards hormonal control 
are those of poor risk from the point of view of surgery. In 
the large series of 163 operations on the pituitary reviewed 
by Troen and Rynearson,”’ from the Mayo Clinic, the 
mortality rate was not significantly different for the various 
degrees of pre-operative pituitary insufficiency, and even 
appeared unrelated to pre- and post-operative endocrine 
derangement. This is borne out clearly in the present series 
by the following brief discussions of 9 operative fatalities 
which occurred up to 6 days after craniotomy, analysed in 
terms of the various complicating factors to be faced before, 
during, and after operation: 

1. In cases of raised intracranial pressure as evidenced by 
tightness of the dura mater and flattened convolutions, and 
likely to be associated with frontal extension of the lesion, 
the ventricles may be found too small to afford any relief by 
tapping. Then de-capping, or even partial ablation of the 
frontal lobe, becomes necessary. This is preferable to sinking 
a shaft through the frontal lobe,? which easily results in 
cortical damage and spreading cerebral oedema. It may be 
advisable to restrict surgery to biopsy and temporary relief 
of pressure if technically practicable. 

2. Failure adequately to decompress an obstructive hydro- 
cephalus may result in fatal outcome soon or within 2-3 
weeks after operation. A subfrontal instead of an intra- 
ventricular approach may imply failure to recognize the 
anatomical relationships or the infiltrating character of the 
growth. These are the cases where air studies, usually by 
ventriculography, are indispensable. Repeated aspiration of 
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a cystic cavity,® tetter than a ventricular catheter, may be 
indicated as a preliminary decompressive measure. 

3. Lateral extension of a tumour, solid or cystic, between 
the optic nerve and the carotid artery, leading to separation 
of these structures to such an extent as to necessitate incision 
and at least partial removal lateral to the optic nerve, was 
encountered 3 times among the operative fatalities. We found 
this to be an important factor complicating the operation, 
especially when unsuspected because of lack of neurological 
signs of ocular palsy. Sharp angulation of the chiasm or the 
optic nerves owing to pressure against the dural sleeve of the 
optic canal or the anterior cerebral artery are not uncommon 
and, in fact, necessitated division of the right anterior 
cerebral artery between silver clips in 2 cases. This procedure 
has been illustrated by Henderson" in Fig. 589 of his re- 
view of Cushing's series. In the present series, the right 
anterior cerebral artery had to be severed during operation 
in 5 cases; 2 of these patients (those mentioned above) died. 
The impression is that division of the right anterior cerebral 
artery alongside the optic nerve or chiasm does not per se 
contribute essentially to the fatal outcome, although 
Jacksonian fits and/or slight hemiparesis may complicate 
the post-operative course. 

4. A progressive blunting of consciousness during the first 
few days after craniotomy makes the differential diagnosis 
from a post-operative clot both imperative and difficult. 
Caughey et al.’ had to re-explore the wound in 3 cases, in 
2 patients even twice. In the present series re-opening of the 
craniotomy wound was thought necessary in 4 patients; 
only in one was a subdural clot found and removed. 

5. Finally, the malignant nature of a tumour may well be 
missed on exposure. In my series this happened in 2 cases, 
in both of which the tumour presented at the operation as a 
classical intrasellar adenoma. In one of them** the tumour 
turned out to be an ependymal spongioblastoma of the 
posterior pituitary; in the other patient, who survived, micro- 
scopy revealed an adenocarcinoma of the hypophysis.'*:*! 
In yet another case (at Ziirich) the histological picture was 
much in favour of a malignancy though this diagnosis was 
not beyond doubt (Dr. F. Liithy); on exposure this tumour 
had presented as an adenoma with suprasellar extension. 


3. ACUTE MENTAL DERANGEMENT 


Various degrees of disturbed consciousness, including coma, 
are known to be related to the pituitary gland and the 
anatomical structures subserving its functional links with the 
trophotropic as well as the ergotropic area of the dien- 
cephalon.*"* On the other hand, psychotic states and be- 
havioural aberrations have long been known closely associated 
with diencephalic lesions. To H. Zondek*® the concept is due 
to what he calls ‘diencephalopathia mentalis’; he also de- 
scribed a case of manic-depressive psychosis in a woman 
with a Cushing’s basophilic adenoma of the pituitary. 

Extrasellar pituitary tumours frequently result in a whole 
range of mental disorders, of which White and Cobb,” 
gave a comprehensive review, completing their series with 5 
cases of their own. Disorders of this kind may range from 
a ‘lobotomy syndrome’ to manic agitation and aggressiveness, 
indicating extension of the growth either between the frontal 
lobes or into the hypothalamus, not infrequently with con- 
sequent blockage of the CSF flow. 

The present series includes a remarkable and — as far as 
I could ascertain — unique case of an acute psychotic episode 
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in a man of 36 in whom Cushing’s adenoma had been 
diagnosed previously. He had undergone repeated X-ray 
therapy of the pituitary and finally was admitted as an 
emergency case because of a mental derangement 
characterized by excessive irritability and wild agitation, 
with hallucinations and delusions. At operation an intra- 
capsular haematoma was found, confined to the intrasellar 
space, and removed by suction. The patient recovered 
rapidly; no mental symptoms recurred although he remained 
amnesic for the psychotic episode, including the operation, 
There were no signs of a subarachnoid bleed, or of obstructive 
hydrocephalus. Further, this was not an acute pituitary 
insufficiency or Addisonian crisis such as occasionally occurs 
after X-ray therapy of the pituitary. Deep therapy has been 
repeatedly found responsible for acute necrosis and haemorr- 
hage within a pituitary adenoma.** 

The type of psychotic reaction exhibited by our patient is 
not unlike those acute mental derangements induced by some 
of the newer hallucinogenics, e.g. lysergic acid diethylamide, 
Kinross-Wright, in his paper before the South African 
Medical Congress in Durban (1957) has described them as 
‘a true exogenous toxic type of reaction with hallucinations 
and delusions, impairment of judgment, memory and orien- 
tation’. Many attempts have been made to pin-point the 
effect of these psychogenic agents within the central nervous 
system, and more specifically, within the hypothalamus. 

For some reason as yet unknown, some of the lesions 
within or affecting the diencephalic area are likely to produce 
an acute psychosis with a distinct paranoid trend, which was 
clearly shown by our patient, too. A tendency of this kind 
was emphasized by White and Cobb* in their series of giant 
pituitary adenomas mentioned above; it was illustrated by 2 
of their own 5 cases. I have seen the same in yet another 
case, a man of 27 with a cystic retrochiasmal Rathke’s 
tumour, producing on the air encephalogram a filling defect 
in the floor of the 3rd ventricle. This patient, on the 15th 
day after aspiration and partial removal of the cyst, developed 
an acute paranoid hallucinosis lasting until his death from 
another cause; at autopsy no meningitis was present. 


4. PITUITARY APOPLEXY 


Haemorrhage into a pituitary adenoma is not uncommon." 
Miller and Pia*® found 19 haemorrhages in 270 adenomas, 
and Uihlein c¢ al.** collected 71 cases from the literature, 35 
of them acute, adding.2 of their own. A haemorrhage of this 
kind may be the cause of sudden death, even after operation. 
Schloffer,** who was the first to attack surgically a pituitary 
tumour (by the :ranssphenoidal route) reported on the 
sudden death of his patient due to haemorrhage into the 
tumour 24 monihs after the operation. It was thought at 
one time that such haemorrhages were more likely to occur 
in chromophobe adenomas; Courville’s case’! and the 5 
patients described by ROttgen and Peters** all had chromo- 
phobe tumours. However, the statement of Kirshbaum 
and Chapman" that subarachnoid haemorrhage as a com- 
plication of an eosinophile adenoma is most unusual has 
not been borne out by later experience. Many patients 
with pituitary tumours into which haemorrhage has taken 
place are now known to present with acromegaloid features, 
like the earlier cases reported by Cairns® and by Jefferson.'® 

It seems advisable to restrict the term pituitary apoplexy 
to a clinical syndrome characterized by (a) acute onset with 
headaches, rapid decline of vision, mental derangement, and 
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me:.ingeal irritation; (4) ballooning or erosion of the sella 
turcica. As a rule, blood is present in the lumbar fluid, 
which, however, may be clear and colourless as in the case 
reported above. Clinical signs of a pituitary adenoma may 
be present or absent (see cases V and T below). If there are 
no signs of a pituitary adenoma the differential diagnosis 
from an aneurysm may be somewhat difficult;'* in one of 
my Own cases an aneurysm of the anterior portion of the 
circle of Willis coincided with a pituitary adenoma. 

Case V. Pituitary apoplexy in a woman of 38 with signs of 
‘burnt-out acromegaly. Massive subarachnoid bleed followed 
by 3rd-nerve involvement and bl.ndness on the right. Improve- 
ment after intracapsular removal of a diffiuent adenoma. 


A woman of 38 was admitted as an emergency case with signs 
of massive subarachnoid bleed. She was taken ill suddenly with 
severe Occipital headache and vomiting, and with twitchings 
affecting predominantly the left side of her body, followed by loss 
of consciousness. A second attack of Jacksonian fits followed in 
5 hours and left the patient with her right eye blind. 

Signs of an eosinophilic adenoma had developed over the last 
10 years, since the birth of her last child. Her vision gradually 
deteriorated, but she remained able to write and to read without 
glasses. She had lost her periods and complained frequently of 
headaches, but had refused to see a doctor. 

On admission, she was slightly confused and restless, complaining 
of persistent severe headache. She was an advanced acromegalic 
and showed generalized muscular weakness, pronounced thoracic 
kyphoscoliosis, and marked hirsutism (Fig. 2). Her right eye 

‘ was blind. On the left, there was a temporal 
field defect; in the nasal half of the field, finger 
movements were seen only at a distance of 
25cm. Perimetry was not attempted because of 
lack of cooperation. Fundoscopy showed no 
atrophy or papilloedema. The right upper 
eyelid was drooping, and there was a divergent 
squint of the right eye. The right pupil was 
dilated and fixed. On the left, the reaction to 
light was present. The other neurological 
findings were within normal. There was no 
glycosuria. 

X-rays of the 
excavation, erosion 
characteristic signs of acromegaly. 
puncture the fluid was under pressure and 
unifornly mixed with blood; next day the 
lumbar fluid became xanthochromic. Carotid 
angiography on the right showed no aneurysm. 

Operation. At a right frontal exposure the 
dura mater was found to be tight and the 
ventricular fluid colourless. There was fresh 
blood in the subarachnoid spaces around the 
chiasm, which was displaced backward by a 
difluent adenoma compressing and lifting up 
the right optic nerve. After incision of the 
sellar diaphragm the tumour was rongeured 
away and removed by suction. The post- 
operative course was uneventful. I saw the 
patient again 2 years later. Her right eye was 
blind but with her left eye she was able to 
read the paper. She had returned to her pre- 
vious post in a printing works. 

On histological examination of the tumour 
specimen (Prof. J. Barnetson) necrotic areas 
were seen, with considerable leucocyte infiltra- 
tion. In the residual pituitary tissue no eosino- 
philic adencma could be found. 

Comment. Necrosis with leucocyte infiltra- 
tion has been reported by others in cases of 
Pituitary apoplexy.** Endocrine disorders in our patient started 
after childbirth: however, the clinical course was not that of a 
postpartum Simmonds-Sheehan’s pituitary insufficiency and, 
although no residual adenomatous tissue was found under the 
microscope, the clinical picture leads to the conclusion that this 
8 a case of haemorrhage into an eosinophilic adenoma bursting 
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Fig. 2 Case V. 
Woman of 38 with 
arrested acromegaly 
and sudden subara- 
chnoid bleed due to 
haemorrhage into an 
intrasellar adenoma 
(pituitary apoplexy) 
Blindness of right 
tye. Note operation 
Scar on right. (Op- 
eration by Dr. 
J. F. P. Erasmus.) 


VIR 


GENEESKUNDE 13 


into the surrounding subarachnoid spaces in a patient with acro- 
megaly. There was no histological proof of the eosinophilic 
nature of the tumour. 


Case T. Massive subarachnoid bleed in a woman aged 56. 
Left carotid angiography revealing aneurysm adjacent to a 
ballooned sella. Ligation of the internal carotid artery followed 
by death. 

This patient was referred by an ophthalmologist because “of 
severe headache and right hemianopia; only later was it learned 
that she had had a suspected transient hemiparesis some 6 months 
previously. No disturbance of the external ocular movements 
was noted. A left carotid angiogram (Fig. 3) disclosed a rather 
big berry aneurysm arising either from the horizontal portion 


3 


Fig. 3. Case T. Left carotid angiogram (lateral view) in a woman of 56 
with massive subarachnoid haemorrhage from a ruptured aneurysm arising 
from the anterior half of the circle of Willis. Note fusiform distention of 
carotid syphon and ballooning of sella turcica which was due to a chromo- 
phobe intrasellar adenoma. No signs of intracerebral clot 


of the left anterior cerebral artery or the carotid syphon. A kind 
of fusiform enlargement of the upper loop of the carotid syphon 
was also present, overlapping the berry aneurysm in both the 
anterior and lateral views. 

Subsequently, a one-stage ligation of the left internal carotid 
in the neck was carried out as an emergency measure. This was 
followed by a right hemiplegia and aphasia about 4 hours later; 
the ligature was removed, and after a short period of improve- 
ment the patient died the following night. At autopsy the salient 
features were as follows: There was a diffuse subarachnoid and 
intraventricular bleed including the 4th ventricle. A distinct 
cerebellar cone was present. On the cut surface through the 
hemispheres the white substance showed no oedema, but there 
were a few petechial haemorrhages and a small intracerebral 
clot near the left lentiform nucleus. The cisternae around the 
optic chiasm contained CSF mixed with blood, and the left half 
of the optic chiasm, including the optic nerve and tract, were 
flattened and splayed out by an intrasellar adenoma. The in- 
fundibular part of the hypothalamus was softened, giving the 
impression of a diffluent infarcted mass. On dissection of the 
intracranial part of the left internal carotid artery a ruptured 
aneurysm was found adjacent to the infundibular stalk and taking 
its origin near the point of emergence of the ophthalmic artery. 
On dissecting out the contents of the sella it was found to be 
considerably enlarged, and the posterior clinoids were eroded, 
crumbling away under the dissecting forceps. Histological ex- 
amination of the sellar contents revealed a chromophobe adenoma 
of the pituitary with confluent areas of necrosis and infarction. 
The middle and posterior lobes of the hypophysis showed obvious 
signs of displacement and compression by the expanding adenoma. 


id 
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Ce omment. This is a rare instance of coincidence of a parasellar 
fusiform and berry aneurysm with a chromophobe adenoma 
of the pituitary gland. The tumour was clinically silent, except 
for a query right hemianopia and a transient left hemiparesis 
in the history. According to Courville™ (p. 434) a haemorrhage 
arising within a pituitary adenoma may break through the capsule 
and erode adjacent vessels with consequent haemorrhage from 
these. It is difficult to imagine that in this case the bleed from 
the internal carotid was due to erosion of this vessel by an ex- 
panding pituitary tumour which, on the post-mortem table, was 
confined to the intrasellar space (though eroding the posterior 
clinoids) and in view of the angiogram demonstrating clearly, 
apart from an aneurysm at a common site, a diffuse enlargement 
of the internal carotid itself. The necrosis within the adenoma, 
extending into the hypothalamus, seems to indicate either a 
pressure phaenomenon due to the expanding aneurysmal sac, 
or—possibly more consistent with the macroscopic appearance— 
consequent on collapse or thrombosis of small feeding arteries 
arising from the affected part of the carotid. This, however, 
remains open to speculation in view of lack of microscopic con- 
firmation. 

SUMMARY 


In the light of 79 personal cases, surgical emergencies arising 
from lesions of the sellar region are discussed under 4 
headings. Bilateral macular scotoma leading to rapid decline 
of vision calls for differential diagnosis from Vincent's 
optochiasmatic arachnoiditis, retrochiasmal extension pro- 
ducing Monro blockage, and aneurysms. Cases of imminent 
hormonal failure require careful examination and handling 
in view of the surgical approach and the operative compli- 
cations to be expected, in addition to steroid hormonal 
replacement. Three cases of pituitary apoplexy are described 
one presenting as an acute mental derangement with halluci- 
nations, one showing an eosinophile adenoma, and one with 
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a combination of aneurysm and a chromophobe adenoma of 
the hypophysis. 


My sincere thanks go to Prof. W. Ténnis and Prof. H. Krayen- 
biihl for pe::nission to include cases treated at their clinics in 
Berlin and Ziirich, and to my former co-workers and assistants 
for their invaluable help and advice. 
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NARDIL: A NEW DRUG IN THE TREATMENT OF DEPRESSIVE STATES 
J. MacW. MacGrecor, M.R.C.P. (LOND. AND Eptn.), D.P.M. 


A short clinical trial has been made of a new drug and the results 
are promising enough to warrant a preliminary communication. 
The drug in question is marketed under the trade name of Nardil, 
has the generic name of phenelzine sulphate, and the chemical 
description of B-phenylethyl-hydrogen sulphate. It falls under 
the group of mono-amine oxidase (MAO) inhibitors, about which 
something will be said briefly below. 


Dosage. Nardil is supplied in 15-mg. tablets and the usual 
dosage is 1 tablet 3 times daily before meals. In some cases this is 
increased so that the patient is given 2 tablets before breakfast 
and 1 tablet before each of the other two main meals of the day. 
The aim has been to keep patients on this dosage for 3-4 weeks, 
by which time the tablets can be reduced to 2 tablets daily for a 
varying time of another 1-4 weeks, and then stopped altogether. 


Complications. Hypotension, constipation, nausea, and im- 
potence have been reported in preliminary unpublished data 
supplied by the makers, but did not occur in the present series 
to a degree which could be labelled ‘complication’. The only 
side-effect which was a very definite drawback in certain cases 
was the marked increase in tension and irritability in those cases 
which presented as depression with definite underlying agitation 
and with heightened anxiety. No renal or hepatic disorder oc- 
curred. A few patients complained of postural hypotension, but 
not to any marked degree, but a physician who had been taking 
Nardil and then took alcohol became profoundly hypotensive, 
possibly because of potentiation of the hypotensive effects of 
the drug. 


CASE REPORTS 
Case 1. G.H., male, 27 years. Severe depression associated 


with feelings of inadequacy and deepened by the death of a relative. 
Poor response to ECT. Four weeks after the termination of 


ECT, was switched to Nardil and on the second day of treatment 
noted an almost complete lifting of the depression. Has remained 
well. 

Case 2. B.M., male, 56 years. Moderate to severe depression 
for over a year, with great exhaustion, centering around his broken 
marriage. Has been on various ‘tonics’ and had had much psycho- 
therapy. Within a week of taking Nardil he returned to activity 
and his usual euphoria. Has remained well. 

Case 3. E.C., male, 74 years. For 2 years depressed and ex- 
hausted and unable to leave home or to play the piano (his main 
source of enjoyment). On the second day on Nardil he rang up 
excitedly to say he could now practice on the piano for the first 
time for 2 years. Has remained well. 

Case 4. P.V., male, 60 years. A life-long obsessional with many 
rituals and great anxiety, but with depression only secondary 
to the difficulties occasioned by compulsive actions of his counting, 
repeating of names, etc. Nardil made him over-active and he 
found himself in a whirl of obsessional rituals. Unsuccessful. 

Case 5. S.F., female, 76 years. Numerous hypochondriacal 
fears. Lonely and almost blind. Nardil increased her anxiety 
about herself. Unsuccessful. 

Case 6. M.V., female, 60 years. Recurrent bouts of depression 
with great agitation. Has responded on several occasions to 
ECT; no response to Nardil, but discontinued taking the drug 
after only 7 days. Unsuccessful. ae 

Case 7. M.G., female, 56 years. Involutional depression in 
active, intelligent woman. No previous breakdowns. Main 
complaints were of depression, asthenia, and insomnia. Responded 
well after first week on Nardil. Has remained well. 

Case 8. A.B., male, 35 years. Long depressive illness in a man 
who had enough money to make work unnecessary. Slowly 
withdrew from the world and found attempts at any kind of 
activity, social or recreative, more and more difficult. Responded 
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moderately well to ECT, but soon began to revert to the old 
condition until given Nardil. Has remained well. 

Case 9. J.L., female, 48 years. Severe reactive depression 
after death of a relative. Did not respond to Imipramine, but is 
doing well on Nardil. 

Case 10. O.B., male, 35 years. Recurrent episodes of depression 
in serious, shy man without obvious external stresses. Various 
supportive treatments failed, but within a week of taking Nardil 
he made a remarkable recovery. Has remained well. 

Case 11. L.P., female, 35 years. Reactive depression after 
death of her father with great feelings of guilt concerning in- 
cestuous affair in childhood. Nardil made her over-anxious and 
distraught. Unsuccessful. 

Case 12. D.T., female, 33 years. Over-protected, anxious 
woman, with 2 2 previous breakdowns on threat of loss of security 
(marriage difficulties). Nardil produced great anxiety and florid 
psychosomatic symptoms. Unsuccessful. 

Case 13. M.G., female, 56 years. Two previous depressive 
episodes in a woman with obsessional phobias of having harmed 
others. Did quite well on ECT, but made a further definite im- 
provement on Nardil almost at once. Remains well. 

Case 14. I.T., female, 26 years. are anxiety with morbid 
hypochondriacal ruminations for yez:s. Temporarily helped by 
ECT, but not materially improved by Nardil. Unsuccessful. 

Case 15. M.M., female, 34 years. Depression related to numer- 
ous operations on back and feet. Great asthenia and depression. 
Remains a dependant and inadequate person but is no longer 
depressed when taking Nardil. Successful. 

These 15 cases can be divided into the following categories and 
—" from the viewpoint of satisfactory and unsatisfactory 
results : 


Depression Satisfactory Unsatisfactory 
Cyclothymic 2 1 
Reactive .. 5 3 
Involutional 2 

Total .. 9 6 


The number of cases studied is too small to give significant 
percentage results, but several points arise. Firstly, the results in a 
number of cases were dramatic and sustained and, in my opinion, 
could not possibly be due to suggestion or coincidental recovery. 
Secondly, there is no doubt that agitated states and conditions 
with much tension and anxiety are made worse and the patients 
complain of a pressure of energy within themselves which is 
uncomfortable and frightening. Furthermore, the 2 hypo- 
chondriacal cases did not respond, but with ‘the well-known 
malign prognosis in these obsessive depressed cases one is not 
at all surprised. Thirdly, the sense of well-being induced by Nardil 
may be different to that induced by amphetamine or methy]l- 
phenidate (Ritalin), according to 4 patients who have used all 3 
drugs; these patients said Nardil gave them a sense of calm assur- 
ance while the two latter drugs gave them a sense of unreality with 
their increased energy. Against this my own experience can be 
cited: On 3 occasions (without, however, having been depressed) 
I took a 15-mg. tablet of Nardil with a resultant feeling of detached 
alertness verging on a feeling of unreality for several hours. This 
was not a particularly pleasant feeling and not one which I wish 
to repeat. There is no doubt that the drug had a very definite 
action and this comment is made to make clear that it should 
not be used for its euphorizing effect in normal people. Finally, 
some of the failures were due to the patient refusing to continue 
with the drug after being on it only a few days without any ap- 
parent beneficial effects, so that it is possible that there would 
have been more satisfactory outcomes had the drug been con- 
tinued longer. Saunders! reported that some patients required 
to be on phenelzine for 15 days before responding adequately. 

I am using Nardil along with ECT in a number of cases not 
listed above; it appears to act very satisfactorily, but because of 
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multiple factors playing a part in the recovery, these cases have 
not been reported in this series. 


Comment 


The classification of depressive states is almost as complex as 
the analysis of the drugs used in the treatment of the conditions. 
Lehman® recently pointed out that the approach to the question 
of depression could be either phenomenological, aetiological, 
somatotypological, nosological, oecological, or neuropharma- 
cological. A list such as this brings home the formidable difficulties 
in arriving at any satisfactory classification of depression. For the 
purpose of this paper and with relatively few cases, categorical 
complexities had to be avoided. A simple division under 4 self- 
explanatory headings was therefore used: Endogenous depression 
(cyclothymic), endogenous depression (hypochondriacal), re- 
active depression and involutional depression. 

In the assessment of the drug’s effect, only two determinants 
were used: satisfactory, when the depression lifted and the patient 
remained affectively well, and unsatisfactory, when either the 
depression remained or treatment had to be discontinued because 
of side-effects. 


DISCUSSION 


The neuropharmacological treatment of depression has taken a 
great step forward in the last 5 years, and Himwich,* notes 41 
drugs recently brought out for use in mental diseases. 

The complexities of the biologic amines are far from being 
simplified by recent work and there is little point in a detailed 
discussion of these matters in a short paper dealing with clinical 
responses. It seems likely, however, that drugs which inhibit 
MAO lead to an increase in central catechol amines and an im- 
provement in the general responsiveness of the individual.‘ 

According to Pletscher and Besendorf,® there are two classes 
of MAO inhibitors: (a) Long-acting inhibitors, which are mainly 
hydrazine derivatives (Nardil falls under this heading), and (5) a 
shorter acting group which includes amphetamine and harmaline. 
The distribution of MAO in the nervous system generally runs 
parallel to that of serotonin,® which is found in highest concentra- 
tion in the hypothalamus and brainstem. The puzzles of bound 
and free serotonin have still to be solved but it appears that MAO 
inhibitors cause an increase of serotonin in the brain, while re- 
serpine, which has a tranquillizing and sometimes a definite 
emotionally depressing effect, allows serotonin to be freed and 
metabolized to 5-hydroxyindoleacetic acid. 

Another approach to anti-depressive medications has been 
taken by Himwich,’ who has considered them according to their 
effect on the electroencephalogram as either mesodiencephalic 
activators or mesodiencephalic blockers and, although there is 
no published work along these lines with Nardil, the possibilities 
of combining electrical investigations with biochemical refine- 
ments gives great promise for the future of antidepressives. It 
would seem that phenelzine is a definite step along the road which 
will lead to adequate control and reversal of depressive states. 


ADDENDUM 


Since the completion of this article another series of cases of 
depression has been followed up for a period of 2 months. Of a 
total of 36 depressive cases 22 made a full and satisfactory re- 
covery without the use of ECT. 


I should like to thank Messrs. Warner Pharmaceuticals (Pty.) 
Ltd. for the generous supply of tablets used in this test. 
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THE ROYAL SOCIETY OF MEDICINE 
NICHOLS FELLOWSHIP 


1. The Council of the Royal Society of Medicine invites applica- 
tions for a grant of £160 per annum in aid of rescarch to be carried 
Out to advance knowledge in obstetrics and gynaecology. The 


Fellowship will be awarded on the recommendation of the Council 
of the Section of Obstetrics and Gynaecology of the Society. 
2. The place at which the work is to be carried out and an 
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outline of the proposed research must be stated in the application. 
3. A preliminary report on the progress of the research must 
be submitted at the expiration of the first 6 months. 


4. The Fellowship will be awarded in the first place for a 
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period of one year and, at the discretion of the Council, may be 
extended for a second year. 

Applications must be received by the Secretary, Royal 
Society of Medicine, 1 Wimpole Street, London, W.1, by 9 April 
1960. 


WILLIAM GIBSON RESEARCH SCHOLARSHIP FOR MEDICAL WOMEN 


Applications are invited for this Scholarship from women who 
are British subjects and who hold a registrable medical qualifica- 
tion. 

The Scholarship, which is normally awarded for 2 years but 
which may be extended for a third year, is for £200 per annum. 
In choosing the Scholar, the Council of the Society will be guided 
by the research work already done or contemplated by candidates. 
It is expected that a candidate will hold a recognized appointment 
and that the Scholarship will be a useful aid to research either in 
the United Kingdom or abroad. 

There is no examination, nor need a thesis be prepared for 


publication; but the Council expects to receive an annual report 
from the Scholar on work made possible by the award and that 
due recognition of the award will be given in any papers subse- 
quently published. 

The next award will date from 1 October 1960, and applications 
must be received by the Society by | May 1960. They should 
give details of professional training received, appointments held, 
and research work undertaken or contemplated. The names 
of 2 referees should be given. 

Applications should be addressed to the Secretary, Royal 
Society of Medicine, | Wimpole Street, London, W.1. 


PHARMACEUTICAL NEWS : FARMASEUTIESE NUUS 
BOVINE ANTI-HAEMOPHILIC GLOBULIN 


Westdene Products (Pty.) Ltd. announce that supplies of Bovine 
Anti-haemophilic Globulin (Maws) are now available in South 
Africa for use in suitable cases, and supply the following informa- 
tion: 


It has been shown (Lancet, 2, 251, 1957) that this material 
enables surgery to be carried out in cases of classical haemophilia. 
It can thus be lifesaving in some instances. It must be stressed, 
however, that it is of value only in classical haemophilia and 
should not be used in any other bleeding diathesis. Furthermore, 
the material is antigenic to man and, after 7 - 14 days of administra- 
tion, severe reactions may occur which may preclude its further 
use. Thus the patient is perhaps given only one ‘additional life’. 
For this reason its use should be restricted to situations which 
cannot be dealt with by the more conventional methods such as 
the use of fresh human blood or plasma, and where the patient is 
likely to die if it were not to be used. 


The material is expensive, the price to a hospital being £2 4s. 5d. 
for 100 units. (It is supplied in ampoules of approximately 200 
units.) Dosage will depend upon the AHG level which obtains 
in the patient at the commencement of treatment. Intra-abdominal 
surgery in haemophilia may wel! require 1,000 units per day for 
10 - 14 days. 


PASSING EVENTS : 


The South African Paediatric Association (MASA) wiil hold 
its 4th Congress at the Red Cross War Memorial Children’s 
Hospital, Rondebosch, Cape, on 4-6 April 1960. 


* 


Dermatological Sub-Group (MASA). This Sub-Group will 
hold a Congress in Cape Town over the week-end 16-17 April 
1960. There will be a clinical demonstration and several sessions 
of lectures. The guest-of-honour and main speaker will be Prof. 
F. Sagher, Professor of Dermatology at the Hadassah University, 
Jerusalem, Israel. 
* + * 

Prix du Cinéma Médico-chirurgical. Because of the advancement 
of the Eastern University holidays, the Annual Prize for *Medico- 


Stocks of Bovine Anti-haemophilic Globulin (Maws) are kept 
in Johannesburg and can be sent by air to the main centres of 
the Union in a short time. Small emergency supplies are available 
in Johannesburg, Cape Town. and Durban at any hour of the 
day or night at the addresses given below. AHG pig may also 
be imported from the manufacturers when required. 

The amount of material available is strictly limited. _Westdene are 
importing this product as a service to the country rather than as a 
commercial proposition. It is for these reasons that they are making 
use of this method of bringing its availability to the notice of 
the profession. 

AHG Emergency Stockists 

Johannesburg: Day—Westdene Products (Pty.) Ltd., Feltex 
House, Commissioner Street, telephone 22-1761. Night 
Emergency Dispensary, Africa House, Rissik Street, telephone 
22-0616. L. H. Reichenberg, telephone 42-1871. H. O. Evans, 
telephone 42-7154. 

Cape Town: Day—Westdene Products (Pty.) Ltd., 408 Grand 
Parade Centre, telephone 41-1061. Night—Nite-Kem, corner of 
Corporation and Darling Streets, telephone 2-3964. 

Durban: Day—Westdene Products (Pty.) Ltd., 66 67 National 
Mutual Buildings, telephone 24975. Night—Medicine Chest, 
161 Berea Road, telephone 22221. 


IN DIE VERBYGAAN 


surgical Cinema’ will be awarded on 22 March 1960 at the New 
Faculty of Medicine, Paris, instead of on 5 April 1960, as pub- 
lished in the Journal of 17 October 1959 (33, 885). Entries and 
films must now reach the office of the Secretary of the journal 
La Presse Médicale, 120 Boulevard Saint-Germain, Paris VI, 
before 15 February 1960. 


* 


The International Society for Clinical and Experimental Hypnosis 
has been approved by the Executive Council of the World Federa- 
tion for Mental Health and will become an affiliated society of 
that organization. Information about membership of the ISCEH 
may be obtained from the South African divisional representative, 
Dr. M. Herman, 63 St. George’s Street, Cape Town. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


PERMITIL 


Scherag (Pty.) Ltd. announces from White Laboratories, Inc., 
Kenilworth, New Jersey, USA, the discovery of a new anti-anxiety 
agent, Permitil. Broadly described as a phenothiazine tranquil- 
lizer, it has a wide spectrum at low milligram dosage. 


Chemistry: Chemically, Permitil is 1-(2-hydroxyethyl)-4-3-(2- 
trifluoromethyl-10-phenothiazinyl)-propyl-piperazine dihydro- 
chloride. 

Indications: Permitil rapidly relieves symptoms of anxiety, 
tension, agitation and emotional unrest, without hypnotic de- 
pressant effect, impaired alertness or slowed intellectual function. 
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Psychomotor overactivity is lessened. Permitil enables physicians 
to provide effective pharmacotherapy for many of the emotional 
problems seen in general practice. !t is useful in the management 
of anxiety associated with organic .!iseases, those diseases where 
anxiety and tension play a contributing part, e.g. states of gastro- 
intestinal tension, neurodermatitis, asthma, premenstrual tension, 
arthritis, hypertension and tension headache. 

Dosage must be adjusted to the individual, but generally one 
0:25 mg. tablet twice a day, should suffice. (Permitil has rapid 
onset of action and is long lasting.) It is seldom necessary to go 
beyond a total of 2 mg. per day. Where there is insomnia, or 
where an hypnotic action is desired, other medication (e.g. barbi- 
turates) may be added. 


Side-effects and precautions: An occasional feeling of jitteriness 
or restlessness should not be interpreted as increased anxiety 
requiring greater dosage. Usually this effect is temporary and 
disappears. Autonomic effects, such as dry mouth, blurred vision, 
constipation, etc. are rare, as are depressant effects such as drowsi- 
ness or dizziness. 

Being a phenothiazine derivative, physicians should be alerted 
to the possibility of jaundice and agranulocytosis, although these 
side-effects have not been reported in studies up to 2 years. Like- 
wise extra-pyramidal reactions such as Parkinsonism, dystonia 
and dyskinesia may occur, but seldom at below 3 mg. a day, 
and they are readily controlled by anti-Parkinson drugs (Artane), 
sedation, and withdrawal of Permitil. Permitil is contra-indicated 
in comatose or depressed states, or those with a convulsive history, 
and its anti-emetic effect may obscure signs of toxicity due to 
other drugs, brain tumour or intestinal obstruction. 


COLIMYCIN 


M.L. Laboratories introduce Colimycin oral suspension, an 
effective concentrated preparation for the control of even very 
severe cases of diarrhoea, and supply the following information: 

Colimycin contains 1 g. of neomycin, plus kaolin and pectin 
in balanced proportions per ounce of mixture in a_ pleasantly 
flavoured base. The wide antibacterial spectrum of neomycin 
makes Colimycin effective against almost all pathogens likely 
to be encountered in the gastro-intestinal tract. The addition 
of kaolin, an efficient adsorbent, assists materially in adsorbing 
bacteria and toxins in the bowel. Pectin, a purified carbohydrate, 
acts as an adsorbent and protects the bowel lining while at the 
same time its decomposition products inhibit the growth of ab- 
normal bacteria causing diarrhoea. 

Colimycin concentrated suspension offers the following ad- 
vantages: (1) Since most diarrhoeas are accompanied by nausea 
and vomiting, high concentration of medicament in small dosage 
is not only desirable but essential. (Each tablespoonful of Colli- 
mycin contains 0-5 g. of neomycin sulphate.); (2) Colimycin 


BOOK REVIEWS 


DIE BEHANDELING VAN KANKER 


Treatment of Cancer and Allied Diseases. 2e uitgawe. Deel 1. 
Principles of Treatment. Deur 55 skrywers. Geredigeer deur 
George T. Pack, M.D., F.A.C.S. en Irving M. Ariel, M.D., 
F.A.C.S. Pp. xxi +- 646. 505 illustrasies. $22.50. New York: 
Paul B. Hoeber, Inc. 1958. 


Hierdie boekdeel is ’n inleiding waarin die algemene benadering 
van kankerbehandeling bespreek word in al sy vertakkinge. Dit 
word gevolg deur nog agt dele waar kankerbehandeling vir iedere 
sisteem bespreek gaan word. Die verskillende onderwerpe wat 
in hierdie bundel bespreek word, soos bv. die voorkoming van 
kanker, die organisasie van ’n tumor-kliniek, die stigting van 
kanker-opsporingsentra, ens., is almal deur mense geskets wat 
meesters is van hulle vak, en kan alleen afkomstig wees van ‘n 
land soos die V.S.A. wat kankerbewus is en wat ’n besef het 
van die uitbreiding van hierdie probleem wat gepaard gaan met 
die langer lewensverwagting van pasiénte. Die boek bevat verder 
pragtige hoofstukke oor onderwerpe soos die klassifikasie van 
maligne toestande, die neem van biopsies, gevorderde pogings 
tot diagnose, by. diagnose deur die ondersoek van afvalselle, ens. 

Verdere interessante hoofstukke is dié oor die huidige be- 
skouings en vordering wat gemaak is met behandeling van maligne 
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offers effective and almost immediate control of diarrhoea, and 
consolidation of stools is usually accomplished within 24 hours 
of commencement of treatment; and (3) because of its concentra- 
tion and efficacy it has been found that therapy with Colimycin 
is economical since 2 fl. oz., or at the most 4 fl. oz. is a complete 
course of treatment. 


The advantage of a product that can offer effective and almost 
immediate control of diarrhoea even in infants is very important. 
Since control of diarrhoea is effected so rapidly side-effects are 
unlikely to be encountered with Colimycin therapy. 


Recommended dosage is as follows: Adults: 1 tablespoonful 
stat., 1 dessert spoonful 4-6 times daily; children: 1 dessertspoonful 
stat., 1 teaspoonful 4-6 times daily; and infants: 1 teaspoonful 
stat., } teaspoonful 4-6 times daily. 


Samples, information and literature available on request from 
P.O. Box 2368, Johannesburg. 


PROTONAMINE 


Westdene Products (Pty.) Ltd. announce the introduction of 
Protonamine, a concentrated oral amino-acid-vitamin mineral 
supplement, and supply the following information: 

This product has been developed following extensive study 
and research into nutriment requirements in South Africa by 
Messrs. Transvaal Protone Products (Pty.) Ltd. In Protonamine 
every effort has been made to incorporate all the components 
which are essential or beneficial to life. It will supply all 10 of the 
essential amino acids together with 8 of the dispensable amino 
acids. These are derived from proteins of both animal and veget- 
able origin. In addition to calcium phosphorous and iron, 11 
trace elements and 10 vitamins are provided in the correct pro- 
portions. Carbohydrate has been added in the optimum amount 
to ensure a high protein-sparing action. The low fat content of 
Protonamine consists of unsaturated fats. Many additional 
factors such as a high saline content to ensure the solubility of 
the amino acids, have also been carefully taken into account to 
enhance the nutritional value of this product. 

Protonamine is indicated for use in cases where metabolic 
deficiencies arise, such as chronic disease, nutritional and hypo- 
proteinaemia, pregnancy and lactation, paediatrics, geriatrics, 
convalescence, pre- and post-surgical treatment, burns, etc. Par- 
ticular attention has been paid to the palatability and ease of 
incorporation into the normal hospital diet. 

Protonamine is supplied in a powder form in 1 Ib. jars. One 
tablespoonful is added to hot water to prepare a pleasant hot 
beverage. It is suggested that this quantity should be given 3 
times a day. 

Further details may be obtained from the sole South African 
distributors, Westdene Products (Pty.) Ltd., P.O. Box 7710, 
Johannesburg. 


: BOEKBESPREKINGS 


toestande deur hormone, chemoterapie, en radio-aktiewe isotope. 
Daar is ook ’n breedvoerige bespreking van die behandeling en 
die verskillende behandelingsmetodes soos vandag gevolg deur 
die straalterapeut. 

*n Verdere besondere mooi hoofstuk is die een oor vatchirur- 
gie in verband met kankerchirurgie—’n baie belangrike onder- 
werp waar met behulp van oorplantings, ens. kankeroperasies 
baie meer radikaal uitgevoer kan word. 

Hierdie bundel en sy opvolgbundels sal ’n waardevolle aanwins 
wees vir enige mediese biblioteek, veral vir naslaandoeleindes, 
en is van groot belang vir iedere persoon wat baie te doen kry 
met die behandeling en probleme wat kan opduik by die onge- 
lukkiges wat ’n maligne toestand ontwikkel. 33593. 


THE LIPIDOSES 


Diseases of the intracellular lipid metabolism. 
3rd edition, revised and enlarged. By S. J. Thannhauser, M.D., 
Ph.D., Hon. M.D. Pp. xiv + 600. 126 figures. $19.75. New 
York and London: Grune and Stratton, Inc. 1958 


The third edition of this well-known text-book has now been 
issued in an expanded and revised form. The main expansion 
is found in an improved account of the chemistry of lipids and in 


Lipidoses. 
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the section on familial hypercholesteraemic xanthomatosis. The 
most interesting section is the chapter on the normocholesteraemic 
xanthomatoses, which comprises a finely written account of the 
evolution of the eosinophilic xanthomatous granuloma and the 
Schiller-Christian syndrome group of disturbances, and a new 
account of the xanthoma cells in inflammatory and tumour 
tissue. This chapter in particular would be of interest to the 
pathologists. There is a disappointing frequency of printing 
errors throughout the text, starting with the preface, and the 
technical poverty in the pictorial productions—particularly the 
high-power microphotography—is unacceptable in such a well 
established work and in strange contrast to the excellence of the 
few colour plates. The authoritative and comprehensive nature 
of the contents will nevertheless continue to have a useful appeal 
to physicians, dermatologists and paediatricians. R.S 


FUNGOUS DISEASES 


Fungous Diseases and their Treatment. Edited by R. W. Riddell, 
M.D. (Lond.), F.R.C.P. (Edin.) and G. T. Stewart, B.Sc., 
M.D. (Glas.), D.T.M. & H. Pp. xvii + 256 + 8. 145 figures. 
Sis. 9d. + Is. 9d. postage. London: Butterworth & Co. (Pub- 
lishers) Ltd. South African office: Butterworth & Co. (Africa) 
Ltd., P.O. Box 792, Durban. 1959. 


This book contains articles by 34 British, American, French and 
Belgian contributors and is based on papers read at a symposium 
on fungous diseases held in London in 1957. The proceedings 
of symposia are often difficult to read because of diversities in 
style, and the present editors are to be commended for revising 
the text towards conformity. 

The publisher’s notice on the wrapper is misleading when it 
States that ‘this authoritative work is a complete and practical 
text-book on this important subject’. It is, in fact. an excellent 
survey of recent advances and current concepts in mycology 
which can be recommended to mycologists, physicians and derm- 
atologists. Many of the contributions are on an academic 
level and the authors assume that they are conversing with their 
peers and not instructing the uninitiated. The first section on 
pathology, clinical features and epidemiology is as useful today 
as when it was written, but the second, on treatment, suffers by 
the delay of nearly 2 years between presentation and publication. 
It is a pity that the editors were unable to provide an addendum 
containing more information on amphotericin B and some mention 
of griseofulvin, which promises to alter the whole prospect in 
ringworm infections. 

The volume is attractive, the illustrations are excellent and 
references are provided. J 


PATHOLOGY OF TUMOURS OF THE NERVOUS 
SYSTEM 


The Pathology of Tumours of the Nervous System. By Dorothy 
S. Russell, Sc.D., M.A.. M.D., F.R.C.P., LL.D. and L. J. 
Rubinstein, M.D. With a chapter on Tissue Culture in Relation 
to Tumours of the Nervous System, by C. E. Lumsden, M.D. 
Pp. 318. 286 figures. 70s. London: Edward Arnold (Pub- 
lishers) Ltd. 1959. 


The introduction to this volume discusses debatable points which 
arise bot!: topographically and in the interpretation of the word 
‘tumour’. The hamartomas receive considerable attention, and 
a chapter deals with the contribution of tissue culture to the 
biology of tumours of the nervous system. The book, then, 
covers a formidable list of complex, ill-understood entities which 
are dealt with in such competent fashion that the book should be 
regarded as necessary to all interested in the subject. 

Under aetiology, stress is laid on the importance of congenital 
segregation of immature or mature cells, and on the insignificant 
part played by genetic factors, trauma and known carcinogens 
in the pathogenesis of tumours of the human nervous system. 

In their consideration of the different tumours the authors 
follow a common plan covering nomenclature, incidence, aeti- 
ology, sites or origin, macroscopic appearances, histological variants 
and pathological behaviours. The illustrations are excellent and 
the references wisely selected. On embryogenesis, controversial 
arguments are largely avoided and any opinions expressed are 
backed by sound evidence. 

The chapter on tissue culture should be of particular interest 
to South African pathologists, who too rarely use this modern 
diagnostic method for tumour diagnosis. 
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There is little to be criticized and the authors are to be con- 
gratulated on a volume of merit which is destined to become a 
standard work of reference. B.B 


NURSES AID SERVICES. PRE- AND POST-OPERATIVE 
NURSING 


Aids to Pre- and Post-Operative Nursing. A complete text-book 
for the nurse. By N. L. Wulfsohn, M.B., B.Ch., D.A. Pp. 
ix + 219. 18 figures. 8s. 6d. London: Bailliére, Tindall an 
Cox Ltd. 1958. 


Since so much of the ultimate success of an operation depends on 
the pre- and post-operative nursing care, this little book, devoted 
entirely to this important subject, is to be commended. It teaches 
the principles and explains the commoner problems that the 
nurse will meet. Although it is designed primarily for the student 
nurse, ward sisters and sister-tutors will find it a useful guide in 
their teaching function. It is a new addition to the Nurses Aids 
series and a very welcome one. A.H.T. 


SOCIO-ECONOMIC FACTORS IN DISEASE 


Disease and Population Pressure in the Tropics. By T. H. Davey 
Pp. 22. 2s. Ibadan: Ibadan University Press. 1958. 


This booklet presents two lectures given at Ibadan University 
College by the visiting Nuffield Professor of Health from Liver- 
pool. 

The first lecture “The social and economic background of 
disease in the tropics’, shows how numerous universal diseases 
declined in prevalence in Western countries, before rational con- 
trol measures were possible, in the face of the people’s demand 
for more comfort in life—better homes, pure piped water and 
proper disposal of smelly wastes. These better living conditions 
soon became standard health demands. Nigeria is exhorted to 
aim at these higher living standards and disease prevention, 
ranther than the expensive and less rewarding building of more 
and more hospital beds. 

The second, ‘Population pressure; cause and cure’, is a masterly 
treatise on overpopulation. An early western influence on a 
primitive society is the quick reduction of death rate while the 
high birth rate persists. The resulting population increase soon 
outgrows food production, so that pressure unrest is inevitable. 
The cure by practical economic and social reforms is lucidly 
described, together with a medical programme which must be 
rendered acceptable to the people by intensive education. 

This booklet is particularly appropriate at present. It needs 
careful study wherever authorities deal with primitive peoples, 
and inward digestion by those African states with self-government. 

H.R.A. 


TEXT-BOOK OF HISTOLOGY 


Bailey's Text-book of Histology. 14th edition. Revised by 
Wilfred M. Copenhaver, Ph.D. (Editor) and Dorothy D. John- 
son, Ph.D. Pp. xiii + 633. 478 illustrations. 88s. net. London: 
Bailli¢re, Tindall and Cox Ltd. 1958. 


The very fact that the 14th edition of ‘Bailey’ is now with us is 
indication enough that many have found the book of value through 
the years. 

The reading of this new edition reveals an extremely well written 
and illustrated book; but it is in its use in the teaching laboratory 
and for reference that the real value of the volume appears. Selected 
references in each chapter and a really comprehensive index 
unfortunately so often lacking—are only two points which spring 
to mind. The basic facts of histology are easy to find, not being 
buried in a welter of detail. In spite of this the physiological 
association of function and structure are well covered in a clear 
and easily understood way, supplemented by excellent photo- 
micrographs, drawings, and diagrams. Occasionally a section 
of the book seems out of place. For example, chapter IX on the 
‘organization of nervous tissue’ seems more fitted to a text-book 
of physiology rather than of histology. The section is nevertheless 
valuable and in no way detracts from the value of the book. 
Terminology is on the whole up-to-date but there are still some 
eponyms used which might have been omitted. There is enough 
detail for the advanced student and the research worker but not 
so much that the medical student becomes submerged. 
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There has been no skimping in the production or preparation 
of this book and it can be thoroughly recommended to students 
and graduates as a first-class text-book and reference book. 

A.G.R. 
HEART DISEASE 

A Clinical Introduction to Heart Disease. By Crighton Bramwell, 

M.A., M.D., F.R.C.P. Pp. 229. 61 figures. 21s. London, 

New York, Toronto: Oxford University Press. 1959. 

This book is an introduction to important everyday heart condi- 
tions as seen by the general practitioner. Therefore all, and especially 
newly qualified, doctors will welcome it. It is they who will be 
able to appreciate the value of the book and the wise guidance it 
purports to give. 

Involved discussions on heart disease are left to more specialized 
works. Emphasis falls on basic principles, while conditions 
usually diagnosed by consultants and methods of treating them 
that are used in hospitals have been dealt with only briefly. The 
needs of the family doctor have received special attention with 
respect to treatment carried out at the patient’s home. 


CORRESPONDENCE 
STERILISASIE VIR SEKSUELE OORTREDINGS 


fan die Redakteur: Vergun my asseblief vir oulaas die volgende 

menings, omdat hierdie onderwerp aktueel vir ons almal is. Daarby 

wil dit voorkom of my vorige twee briewe!* hier en daar verkeerd 

vertolk is wat betref die doelstellinge met kastrasie van seks- 
misdadigers. 

‘n Onbevange leser van my eerste brief sal opgemerk het dat 
geen scksie van ons bevolking uitgelaat was nie. Daar staan 
geskrywe : -Ons het in hierdie gevalle te doen met Blanke psigo- 
pate enersyds, en Bantoe- aanranders andersyds. . Hier het ek 
veral Bantoes in gedagte’, bloot om hul getalleoorwig in ons 
veelrassige land. Hulle is glad nie die onbenullig kleine gedeelte 
yan seksuele oortreders soos dr. Mostert dit uit my brief uit- 
maak nie. Ek het na sekere Blankes as .psigopate’ verwys omdat 
‘n Blanke, wat intiem met ‘n nie-Blanke omgaan, nie normaal 
is nie: hy is "n afwykende! 

Dr. Steenkamp het baie pertinent geskryf: 
be introduced in Parliament . . 


.As legislation will 
. for either sterilization or castra- 
tion of sexual offenders’. Ook hier is daar geen sprake van rasse- 
onderskeid nie. Verder sé hy: ,It must be recognized that. . . the 
Courts are dealing with psychopaths’.* Niemand sal hierdie 
verklaring kan weerspreek nie, al wend hy ook watter kwinkslae 
aan. Ons het met *n probleem te doen wat in die laaste jare baie 
vinnig toeneem hier in ons veelrassige land, ‘n land feitlik enig in 
hierdie opsig! Omdat dit ons probleem so moeilik maak en die 
deursnee Buitelander dit net nie kan verstaan nie, kan ons siens- 
wyses i.v.m. kastrasie van misdadigers nie sommer onkrities 
oorneem uit oorsese bronne nie. Ander lande staan nie voor ‘n 
probleem soos ons het nie, en dus kan hulle ons niks leer nie. 
En daar is nog baie ander dergelike probleme. 

Uit dr Steenkamp se brief is dit seker dat wetgewing aan- 
Staande is en wel tog met die bedoeling om voornemende boos- 
wigte af te skrik en nie om dié soort te probeer verander of bekeer 
nie. Seksdrange mag om een of ander rede, in minder of meerder 
mate, voortleef, soos sommiges glo, na kastrasie. Dr. Mostert is 
miskien reg dat kastrasie bose drifte nie 100% sal uitskakei 
nie. Die beoogde wetgewing stel hom egter bekering of uitskake- 
ling van seksoortreders nie ten doel nie, maar wel waarskuwing 
en afskrikking van voornemendes op hierdie gebied. Daarom, 
as dr. Mostert dit nie sO insien nie, dan mis hy werklik die hele 
doel van die voorgenome wetgewing. Miskien is dit die rede 
waarom hy niks aan die hand gedoen het nie. Hy skyn verkragting 
van vroue en dogters deur onbeteuelde booswigte “n mindere 
kwaad te ag as kastrasie van diesulkes ter afskrikking van ander. 
Die geestestrauma aan weerlose vroue en dogters wat uit sulke 
ondervindings spruit, is dan blykbaar niks, vergeleke met die 
verminking’ van seksmisdadigers nie. Daardeur sou hul kwansuis 
shalwe’ mense gemaak word. As dit s6 was dan loop daar oor die 
hele wéreld ,halwe” mense rond (sonder appendiks, maag, nier, 
milt, e.d.m.). Hulle fisiologie is in mindere of meerdere mate 
tog ook verstoor, maar hul leef voort as bruikbare burgers in 
hul omgewing. Om dus iets anders van die oorgrote gros van 
louter onsin! Ons gebruik almal 


gekastreerdes te verwag, is 
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short curriculum vitae of William Harvey fitly introduces 
the general text. Clinical and prognostic aspects of the selected 
conditions discussed have been emphasized throughout and the 
reader’s attention drawn to the importance of being at the same 
time a clinician, a psychologist and a scientist. 

Much space has been devoted to diagnosis and treatment. 
As the patient is more interested in the prognosis of his condition 
this side of heart disease also receives due prominence. 

The conditions discussed are ‘congestive heart failure’, ‘heart 
disease in pregnancy’, ‘myocardial ischaemia’, and ‘myocardial 
infarction’, followed by long and informative chapters on ‘struc- 
tural lesions’, ‘disorders of function’ and ‘aetiological types of 
heart disease’. It is somewhat disappo:nting to find discussions 
of ‘the normal heart’ and ‘principles of heart disease’ right at 
the end of the book. 

The book bids well to be a success. The subject matter is well 
balanced, clearly presented and eminently suited to the needs of 
the houseman or the newly qualified practitioner. The publishers 
have made a good job of the printing and binding. 

G.C.A. v.d. W. 


BRIEWERUBRIEK 


waardevolle middels om siektes te bestry en gooi hul nie oor 
boord terwille van sekere ongewenste newewerkings nie. 

Die eintlike saak waarom alles draai is die feit dat die Unie ’n 
veelrassige bevolking het. In die verlede is maar oogluikend 
toegelaat dat bloedvermenging plaasvind met sy diverse onhoud- 
bare gevolge vir alle seksies in die samelewing. Van Blanke kant 
is byna almal vandag teen verdere bloedvermenging (veral as dit 
gewelddadig geskied). en “n baie hoé persentasie Bantoeleiers voel 
dieselfde. Laasgenoemde staan egter magteloos teenoor hierdie 
sosiale euwel. Dis daarom noodsaaklik dat van owerheidsweé 
metodes gesoek en oorweeg sal word om die teuels vaster te vat 
ten einde die groeiende misdaadgolf doeltreffender as in die ver- 
lede die hoof te bied. Tronk-, met of sonder lyfstraf, het hopeloos 


gefaal. Ook die skynbaar baie drastieser doodstraf het, om redes 
wat elders genoem is, ontoereikend geblyk. 
Nee, geagte Redakteur, ‘n maatreél het nodig geword wat 


afskrikwekkend genoeg sal wees om voornemende Of moontlike 
seksbooswigte effektief op hul bose weé te probeer stuit. Laat 
daar dus maar allerlei bedenkings oor die uitwerking van kas- 
trasie op fisiologiese gebied wees. Dis nie nou die tyd om daaroor 
te teoretiseer nic; praktiese optrede, en baie gou ook, is nodig. 
Die belange van die hele christelike samelewing in hierdie land 
maak enige fisiologiese implikasies onbelangrik. Wat wel van 
groter belang is, is dat kastrering van seksmisdadigers meer af- 
werend of afskrikwekkender mi ig wees as wat enige ander straf- 
maatreéls tot dusver was. Al die berge van teenvertoé en besware 
teen kastrasie, geopper deur dr. Mostert het sover nie eers ,n 
muis gebaar’ nie! Hy het nérens met één konkrete of konstruk- 
tiewe voorstel ter effektiewe bestryding van voornemende en 
ander moontlike seksoortreders voor *n dag gekom nie. As hy 
dan van ‘n beter teenmiddel weet as die voorgestelde, laat hom dit 
dan stel. Die Volksraad, Bantoeleiers, predikante, landdroste, 
regters, poliesiedienare en wetsgetroue burgers sal na hom luister. 
Omdat hy egter hiermee in verleentheid skyn te sit, het ek daarna 
verwys as: Dit is ‘n eienaardige feit dat die ou wéreld so ryk 
bly aan mense wat kritiseer sonder om hul kritiek met iets posi- 
tiefs te ondersteun’.* 

Laat ons nou weer die feite beskou: 

1. Seksmisdade deur Blank en nie-Blank en tussen Blank en 
nie-Blank is skrikbarend aan die toeneem in ons veelrassige land. 

2. Die land sit reeds opgeskeep met ‘n bevolking wat nog vis 
nog vlees is, nérens tuis voel nie, en deur geen Blankes of nie- 
Blankes in hul geledere verwelkom word nie. 

3. Die Owerheid soek weé én middels én raad om hierdie 
euwel die hoof te bied of, indien moontlik, uit te roei. Hulle het 
hul na ons gewend om raad en hulp in die saak; maar van ons 
kant het sover weinig bruikbaars uitgegaan. 

4. Kastrasie (nie sterilisasie nie) is voorgestel as die belowendste 
middel ter verwesenliking van hierdie doel, en wel: (A) Omdat 
dit die doodstraf minder noodsaaklik behoort te maak, aan- 
gesien gekastreerdes se toestand nie bedek kan bly nie, maar 
gou algemeen rugbaar sal word onder die bevolking; (B) omdat 
die samelewing daardeur moontlike, allesins nuttige lede uit sy 
midde van *n moontlike galgdood gered sal kry; (C) omdat dit 
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sal bydra om Blanke sowel as nie-Blanke vroue en dogters teen 
verkragting te vrywaar; en (D) omdat dit die feit duidelik na vore 
sal bring dat verkragting van Blank deur Blank, of nie-Blank 
deur nie-Blank ’n mindere euwel is as wanneer dit deur lede van 
die twee groepe wedersyds op mekaar gepleeg word. 


Ek wil nou afsluit deur vir dr. Mostert *n ander, meer paslike 
woord van Paulus te gee. He sé in Rom. 13 : 4 die volgende: 
,Want hy (die Owerheid) is *n dienaar van God jou ten goede. 
Maar as jy kwaad doen, vrees dan: want hy dra die swaard nie 
verniet nie, want hy is ‘n dienaar van God, ’n wreker om die een 
wat kwaad doen te straf’. Lees maar ook vers 5. 


G. C. A. v. d. Westhuyzen 
Boshof, O.V.S. 
8 Desember 1959 
1. Briewerubriek (1959): S. Afr. T. Geneesk., 33, 656. 


2. Idem (1959): Ibid., 33, 926. 
3. Idem (1959): Ibid., 33, 572. 


GRATITUDE TO THE PROFESSIONAL PROVIDENT 
SOCIETY 


To the Editor: 1 should be grateful if you would allow me 
through the medium of the Journal to express my appreciation of 
the kindness I received from the Professional Provident Society 
of South Africa, 


I have recently been ill and, had it not been for my membership 
of the Society, I should have found myself financially crippled. 
Nobody anticipates being laid up for a long period and I never 
dreamed that I would ever actually need to apply for benefits—l 
simply belonged to the Society so that I would have the security 
of knowing that I was covered in the event of my needing such aid. 


Apart from the financial support which I received through my 
policy with the Professional Provident Society, | was most impressed 
by the personal touch which the Society maintains with its mem- 
bers, for, throughout my illness, I received from time to time 
sympathetic and encouraging notes from the Secretary of the 
Society. 


In my gratitude to the Society I feel that other members of 
the profession would also be interested to know how they might 
benefit from their membership of the Professional Provident 
Society if they should ever be in a position such as I was recently, 
and I can heartily recommend to any non-member of the Society 
that they should seriously consider joining. 

M. P. Freedman 


156 Voortrekker Road 
Goodwood, Cape 
18 December 1959 


PAIN IN STERNUM AND THORACIC VERTEBRAE 


To the Editor: 1 wonder if colleagues can give me any information 
about some puzzling cases I have seen in this part of the country 
over the past 8 years, viz. the Eastern Free State. 


The patients complain of severe pain over the sternum (the 
middle and lower portions) and pain over the spines of thé middle 
thoracic vertebrae. These two areas are also tender to pressure. 
There are no pulmonary or gastro-intestinal complaints. The 
pulse and temperature are always normal, and clinical examina- 
tion reveals no other signs. 

The age incidence ranges from adolescents to elderly people. 
There is no difference in the sex incidence, nor do the seasons 
seem to influence the occurrence. The pain and tenderness last 
from 3 weeks to 2 months, and no therapy so far tried, seems to 
have any effect on the course of the condition. 

I wonder if this condition also occurs amongst non-Europeans 
in other parts of the country. Of the cases I have seen, 99-9°% 
were non-Europeans. What is the cause? A new virus? Any 
information will be most welcome. 

Puzzled 
9 December 1959 


CIRCULAR FROM THE SOUTH AFRICAN PRACTITIONER 
To the Editor: | presume that most medical practitioners in the 
Union, together with myself, have received a circular from the 
South African Practitioner regarding the distribution of this Journal 


2 January 1960 


and have been amazed at the paragraph reading: ‘We know you 
have not the time to reply, so should we not hear from you to the 
contrary we will interpret this as your acceptance. Our invoice 
will accordingly be sent to you in December and your regular 
copies of the South African Practitioner will commence with the 
January issue’. 

I am sure that this impertinence will be resented by all self- 
respecting medical practitioners throughout the country and no 
doubt they will object to having this Journal foisted on them. 
I intend to refuse acceptance of this Journal if it is delivered to 
me, and I think that other doctors would be well-advised to do 
the same in these circumstances. 

Practitioner 
Cape Town 
14 December 1959 


PAEDIATRIC NURSING 


To the Editor: The President of the South African Nursing Council 
expressed her surprise’ that only one teaching hospital in the 
Union has conducted courses for the Certificate in Paediatric 
Nursing. A study of the Regulations for the Training and Examina- 
tion for the Certificate in Paediatric Nursing (as published on 
15 August 1952 and amended on 23 January 1953) may provide 
at least a partial reason why there is little enthusiasm for this 
course. The Regulations are a most unimaginative piece of work. 
The major effort of the course appears to be directed at providing 
the trainee with a ‘popular digest’ type of education in paediatrics 
rather than an advanced training in the nursing of children. Typi- 
cal of the document is Section A, paragraph 10 entitled Nutritional 
Disorders of Infancy which I quote verbatim: Dyspepsia, de- 
hydration, intoxication, dystrophy, decomposition. With or without 
diarrhoea and vomiting. Detailed considerations of causes, pre- 
vention and treatment. 


One wonders how many of the registered medical practitioners 
in the Union would be able to write an examination paper on 
these outdated concepts which were introduced into paediatrics 
about 1905. Protein malnutrition (kwashiorkor), Africa’s greatest 
single paediatric problem, receives no mention in the Regulations. 


The Nursing Council will probably hold that the syllabus 
lays down minimum requirements and that there is nothing which 
prevents training schools from adding those items which are 
required of a paediatric nurse in practice. It is, however, debatable 
whether much can be added to a course which already commits 
the trainee to 192 lectures and demonstrations as referred to 
in the Regulations, plus ward duties in various departments, 
casualty and theatre work, duties in the milk kitchen, and visits 
to numerous outside institutions. 

It is to be hoped, Mr. Editor, that you will succeed with your 
plea for an imaginative approach to paediatric nursing. 

E. Kahn 
59 Gleneagles Road 
Greenside, Johannesburg 
18 December 1959 
1. Correspondence (1959): S. Afr. Med. J., 33, 1069. 


HOE TEMPERATUUR 


Aan die Redakteur: Ek het onlangs ’n rektale temperatuur van 
109-8°F gemeet by ’n Naturellebaba van 7 dae met_bilaterale 
pneumonie. ‘°n Ander termometer het dieselfde lesing gegee. 
My kantoor-dame het albei lesings gesien. 

Dis die eerste keer dat ek persoonlik ’n liggaamstemperatuur 
van hoér as 106°F geneem het. 

*n Halfuur lank, terwyl die baba afgekoel is, is hy alleen met 
moeite aan die lewe gehou. Daarna het hy goed herstel. 

Die kind was in baie komberse toegedraai op die moeder se 
rug. Op ’n snikhete dag het hulle, nadat hulle 2 myl gestap het, 
my spreekkamer bereik—met die kind in hierdie toestand. 

Ek wonder of ander geneeshere al so ’n hoé temperatuur ge- 
meet het, behalwe in gevalle waar ’n hoé temperatuur terapeuties 


opgewek is? 
B. P. J. F._ Coetzee 
Kerkstraat 
Dealesville, O.V.S. 
10 Desember 1959 
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